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The notion of prevalence occurs in medical
and psychological research but the methods
used to estimate prevalence yield far more
general results than many clinicians may
suppose. Prevalence is determined through
statistical probability and, as the mathemati-
cian Morris Kline (1972) noted, statistics are
first and foremost a confession of ignorance.
The statistics with which mental health pro-
fessionals estimate the prevalence of men-
tal/emotional disorders are drawn from
epidemiological research. Epidemiological
research is the study of the incidence, distri-
bution, and consequences of particular prob-
lems in one or more specified populations as
well as factors that affect distribution of the
problems in question (Barlow & Durand,
1999; U.S. Department of Health, Education,
and Welfare, 1978).

Gathering accurate statistics on mental
and emotional disorders has always been a
challenging task. The Association of Medical
Superintendents of American Institutions for
the Insane (later renamed the American Psy-
chiatric Association—APA) first initiated this
task in 1917. The responsibility for gathering
statistics was shifted to the Biometrics branch
of the National Institute of Mental Health
(NIMH) in 1949 (American Psychiatric Asso-
ciation, 2000a). The APA relies heavily on the
epidemiological research of others for the

prevalence estimates found in the various Di-
agnostic and Statistical Manuals. Epidemio-
logic research may be carried out by one or
two persons or in massive projects like the
NIMH Epidemiologic Catchment Area Pro-
gram (Eaton & Kessler, 1985).

DuPont, DuPont, and Spencer (1999) stated
that the epidemiology of mental/emotional
disorders was really begun in the 1970s in the
Epidemiologic Catchment Area (ECA) study
that used large samples from five communi-
ties in the United States. From this data, gen-
eralizations were extrapolated to the U.S.
population in general producing the first na-
tional estimates for specific disorders. They
noted that the first “truly national sample”
was the National Comorbidity Study (NCS)
conducted between 1990 and 1992 that used
DSM-III-R criteria.

Since statistics are first and foremost a
confession of ignorance, prevalence data
based on statistics are always works in prog-
ress to be understood as “best guesses” given
available methodologies. Several problems
challenge researchers to make accurate esti-
mates regarding the prevalence of a particular
disorder. First, there is a significant time lag
between the refinement of an edition of the
DSM, and the gathering and analysis of data.
For example, studies are still being published
estimating prevalence based on DSM-III-R
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criteria (Kessler et al., 1997) that was replaced
in 1994 by DSM-IV (which was replaced in 2000
by DSM-IV-TR). When the DSM is updated, ad-
ditional disorders may be added and criteria or
descriptors associated with a disorder may
change. For example the DSM-IV (APA, 1994)
added Bipolar II Disorder to describe individu-
als who suffered from major depressive epi-
sodes and a low-grade mania (hypomania) but
not mania proper. DSM-IV-TR (APA, 2000b)
went on to make changes in the narrative sec-
tion describing the relationship between Bipo-
lar I Disorder and Bipolar II disorder.

A second problem associated with estimat-
ing prevalence has to do with the methods
used. As any researcher knows, some re-
search methods are better than others. There
is a paucity of research comparing various
methods or data gathering instruments
(Boyle et al., 1997; Regier, 2000) and reported
prevalence rates may vary study by study
(Regier et al., 1998). Methods of epidemiolog-
ical research on mental disorders have varied
over time. Kohn, Dohrenwend, and Mirotznik
(1998) stated that there have been three
generations of evolving, large-scale epidemio-
logical research using two strategies. Each
generation has used different psychiatric
nosologies and data collection tools. The first
generation relied primarily on institutional
records and key informants but no real stan-
dardized procedures for data collection. The
second generation utilized structured inter-
views in the community by nonclinical inter-
viewers that were subsequently rated by a
psychiatrist. The third generation (starting
around 1980) used clinician and trained non-
clinician interviewers in the community to
obtain information necessary to determine
the presence of mental disorders as catego-
rized in the DSM. This present generation uti-
lizes explicit diagnostic criteria as well as
structured clinical interview schedules
(Dohrenwend, 1998; Eaton & Kessler, 1985;
Kohn et al., 1998). Currently, all epidemio-
logic approaches are based on personal inter-
views and there is still controversy over
the accuracy of the interview method particu-
larly over whether it is appropriate to use
lay-interviewers (Dohrenwend, 1998). Dohen-
wend noted “. . . classification systems in psy-

chiatry have been and will continue to be ten-
tative as long as disorders are grouped on the
basis of signs and symptoms elicited in inter-
views” (pp. 146–147).

Perhaps the most substantial problem with
epidemiological data is summarized by Blazer
and Kaplar (2000) who stated that a central
conflict is whether or not symptoms reported
by community residents in structured inter-
views are clinically significant or not. On one
side of the debate, Regier (2000) noted that
the conflict could be resolved with better re-
search methods that would allow a diagnosis
to be made from the results of a structured
clinical interview. On the other side, Spitzer
(1998) and Frances (1998) have asserted that
data from epidemiological studies cannot re-
place clinical judgment. Blazer and Kaplar
(2000) contended that the conflict could not be
resolved because the methodologies of both
sides are plagued with measurement error.

In this chapter, we briefly review the
prevalence of the most common adult disor-
ders. We have organized the chapter so the
disorders are presented in the same order as
they appear in the DSM. Disorders usually
first diagnosed in infancy, childhood, or ado-
lescence can be found in Chapter 20. Mental
disorders due to or related to general medical
conditions are omitted as are many subtypes
of larger syndromes (e.g., dementia due to
head trauma). There are numerous disorders
for which there are no clear epidemiological
data (e.g., Pain Disorder, Factitious Disorder,
and all of the Dissociative Disorders). These
have also been omitted from this chapter.

Some disorders are discussed in terms of
point prevalence, some in terms of lifetime
prevalence, and some in terms of both. Point
prevalence refers to the estimated proportion
of people in the population thought to suffer
from the disorder at any given time. Lifetime
prevalence is an estimate at a given time of all
individuals who have ever suffered from the
disorder. Incidence refers to the rate of new
cases in a specified period of time (usually an-
nually) (LaBruzza, 1997). Which of these types
of prevalence or incidence data should be cited
depends on the availability of data. Unless oth-
erwise noted, estimates of prevalence are
taken from DSM-IV-TR (APA, 2000b).
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Attention Deficit Hyperactivity Disorder (ADHD).
Although there is limited prevalence data on
ADHD in adults, it is estimated that of the 3%
to 9% of children suffering from the disorder,
the disorder will persist into adulthood for
10% to 50% of these aff licted children (Levin
& Donaldson, 1999). Barkely (1998) has noted
that the DSM criteria sets are developmentally
insensitive so he believes that the percentages
of aff licted children who will continue to suf-
fer from the disorder in adulthood range from
3% to 68%. Barkley’s point is that patients may
outgrow the diagnosis but not the disorder.

Delirium. The point prevalence is estimated at
0.4% in adults 18-years-old and older. The
point prevalence for adults 55 and older is es-
timated at 1.1%. In hospitalized patients with
medical illness, the point prevalence ranges
from 10% to 30% and up to 60% of nursing
home residents age 75 and older may be deliri-
ous at any given time.

Dementia. Dementia may have one of 75 or
more etiologies. 1% to 5% of these are re-
versible while approximately 95% are pro-
gressive (Alzheimer’s type being the most
common progressive dementia) (Nussbaum,
1998). Prevalence figures vary study by study
and range from 1.4% to 1.6% for individuals
between the ages of 65 to 69. The prevalence
increases with age and rises to 16% to 25% for
individuals over 85 years of age.

Dementia of the Alzheimer’s Type (ALZ). Like
progressive dementias in general, ALZ inci-
dence increases with the age of the cohort
under study. At age 65, the prevalence is 0.6%
in males and 0.8% in females. Respectively,
these increase to 11% and 14% at age 85 and
21% and 25% at age 90.

Substance Use Disorders (SUDs). It is difficult
to make estimates of substance use disorders
with adults particularly when the use of nu-
merous licit and illicit substances may be
common and even culturally reinforced. In
addition, the very notion of substance abuse
as a syndrome meriting inclusion in DSM is
still debated (Helzer, 1994). Mirin et al.
(2000) estimated that approximately 15% of
regular users of any substance will become
psychologically dependent on that sub-
stance, that is, they come to believe they are

unable to function without it. Data on physi-
cal dependence varies depending on the sub-
stance. It should be noted that although each
subcategory below bears the generic label for
disorders related to a substance (e.g., Alcohol-
Related Disorders), for most subcategories,
all we have are estimates of use which give us
no clue as to how many users would meet the
criteria for abuse or dependence.

Alcohol Dependence (AD). Estimates of preva-
lence vary markedly across studies for both al-
cohol abuse and dependence. Using DSM-III-R
and DSM-IV criteria, it is estimated that
the lifetime risk for alcohol dependence in the
mid-1990s was approximately 15% with the
point prevalence being 5%. According to
the ECA survey, 37% of people with an alcohol
disorder had another comorbid mental/emo-
tional disorder (Gallant, 1994).

Amphetamine-Induced Disorders. The DSM-IV-
TR notes that the patterns of amphetamine use
differ geographically and over time in the gen-
eral population. More recent estimates report
approximately 5% of adults ever using stimu-
lant drugs to get “high” with 1% reporting
such activities in the prior year. A national
epidemiological study in the early 1990s re-
ported a lifetime prevalence of 1.5%. Although
these estimates are thought to address am-
phetamines proper and amphetamine-like sub-
stances, they probably do not address the
full chemical diversity of the amphetamine
molecule and the chemical variations that are
produced and sold illegally. For example,
3,4-methylenedioxymethamphetamine (“Ec-
stasy”) is technically an amphetamine deriva-
tive but is classed as a hallucinogen.

Caffeine-Related Disorders. It is estimated that
80% to 85% of adults consume caffeine within
any given year and larger numbers of youth
are thought to be using caffeine products. The
prevalence of caffeine-related disorders is un-
known.

Cannabis-Related Disorders. Marijuana is esti-
mated to be the most frequently abused il-
licit psychoactive drug in the United States.
Because of the legal issues involved and the
variable patterns of use, it is difficult to esti-
mate the number of users meeting the crite-
ria for abuse or dependence. A 1992 survey
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estimated that lifetime rates of cannabis de-
pendence or use are approximately 5%. Use
has been estimated for adults 18 to 29 who
ever used (26%), to used in the last 30 days for
high school seniors (14%), to daily use in high
school seniors and young adults (3.7% of adult
males and 1.6% of adult females (Millman &
Beeder, 1994).

Cocaine-Related Disorders. The patterns of co-
caine use are believed to f luctuate with the
times. A 1996 national survey estimated that
10% of the population had ever used cocaine
and 2% had used it in the previous year.
Crack use was less prevalent with 2% of the
population estimated to have ever used and
0.6% using in the last year.

Hallucinogen-Related Disorders. The estimation
of hallucinogen-related disorders is compli-
cated by the disagreement over which sub-
stances are hallucinogens proper. The current
category includes 3,4-methylenedioxymetham-
phetamine which is chemically an ampheta-
mine derivative and experientially an
empathogen rather than a hallucinogen. Until
current disagreements regarding classification
are resolved, it is unlikely that we will have ac-
curate prevalence estimates. According to the
1996 survey used by the writers of the DSM-IV-
TR, 10% of the population age 10 and older is
estimated to have ever used a hallucinogen.

Inhalent-Related Disorders. It is difficult to es-
timate the prevalence of these because it is
thought their use might be underrepresented
in surveys. The current estimates from the
1996 survey indicate that around 6% of the
U.S. population is thought to have ever used
an inhalant with 1% reporting use in the past
year.

Nicotine-Related Disorders. As of the 1996 data,
72% of the U.S. population is thought to have
ever used cigarettes with 32% using in the
past year. Lifetime prevalence is highest for
those 35 and older (78%) but use in the prior
year was highest in the 18 to 25 year old age
group (45%). It is estimated that 80% to 90%
of regular smokers have nicotine dependence,
which equals an estimate of 25% of Ameri-
cans. Greater decreases in smoking are seen
for Caucasians than African Americans or

Hispanics. Increases in smoking have been re-
ported since the mid-1990s for women with
less than a high school education. It is esti-
mated that 17% of Americans have ever used
smokeless tobacco products but there are no
estimates for dependence in this group.

Opioid-Related Disorders. In 1996, 4% of men
and 6% of women were estimated to have ever
used an analgesic drug in a manner other than
that for which it was prescribed (2% in the past
year). The 18- to 25-year-old cohort had the
highest prevalence of ever using an analgesic
in this manner (9%). The lifetime prevalence
for heroin use is around 1%.

Phencyclidine-Related Disorders. Data from 1996
reported that 3% of Americans ages 12 and
older have ever used phencyclidine (PCP) with
the highest lifetime prevalence (4%) being re-
ported in the 26 to 34 year old age group. Phen-
cyclidine is thought to account for about 3% of
substance-related deaths.

Sedative, Hypnotic, or Anxiolytic-Related Disor-
ders. More than 15% of Americans use these
medications in any given year. Most take as
directed without any misuse. 1996 data esti-
mate that 6% of Americans have ever taken
these drugs illicitly. The age group with the
highest estimated illicit use was 26- to 34-
year-olds (3% using “sedatives” and 6% using
“tranquilizers”).

Schizophrenia. Schizophrenia is observed across
cultures, worldwide. The prevalence among
adults is thought to be between 1% and 1.5% of
adults.

Delusional Disorder. This disorder is thought to
be uncommon in outpatient clinical settings. It
is estimated that the disorder is prevalent in
1% to 2% of inpatient mental health facilities.

Major Depressive Disorder (MDD). The lifetime
prevalence of MDD varies between 10% to
25% for females and 5% to 12% for males. The
point prevalence varies from 5% to 9% for fe-
males and 2% to 3% for males.

Dysthymic Disorder (DD). Estimates vary re-
garding DD. Lifetime prevalence is esti-
mated to be 6% while the point prevalence is
thought to be around 3%. Keller and Russell
(1996) have noted that chronic depression is
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generally common in community samples
with 2.7% to 4.3% being diagnosed with DD.

Bipolar I Disorder. The estimated lifetime
prevalence of Bipolar I disorder in community
samples f luctuates between 0.4% to 1.6%.

Bipolar II Disorder. There is scant data on Bipo-
lar II disorder partially because of its newness
(first listed in DSM-IV) and because of diffi-
culties making the diagnosis accurately. Cur-
rent estimates of lifetime prevalence are 0.5%
of the population.

Cyclothymic Disorder. Studies estimate the
prevalence to be between 0.4% and 1% of the
population. The prevalence in mood disorders
clinics is higher, between 3% and 5%.

Panic Disorder (with or without Agoraphobia).
Most studies report rates between 1% and 2%
although some estimate as high as 3.5% of the
general population. The one-year prevalence
rates range between 0.5% and 1.5% of the
population.

Specific Phobia. Phobias are common in the
general population although they rarely reach
the level of distress or impairment necessary
to qualify as a mental and emotional disorder.
Estimated prevalence varies depending on
the threshold used to determine distress and
impairment. In community samples preva-
lence estimates range between 4% and 8.8%.
Lifetime prevalence estimates range between
7.2% and 11.3%.

Social Phobia (SB). The estimated lifetime
prevalence is 3% to 13%. The 6-month preva-
lence is estimated to be 0.9% to 1.7% for males
and 1.5% to 2.6% for females (Myers et al.,
1984). In the general population most people
with SB have a fear of public speaking.

Obsessive-Compulsive Disorder (OCD). Lifetime
prevalence is estimated at 2.5% and 1-year
prevalence between 0.5% to 2.1%. The average
age of onset ranges from early adolescence to
the mid-twenties.

Posttraumatic Stress Disorder (PTSD). The life-
time prevalence for PTSD ranges from 1% to
14% and the variability is related to the
methodology used and the population sam-
pled. Studies of at-risk individuals (e.g., com-
bat veterans, victims of volcanic eruption or

criminal violence) yield even broader preva-
lence rates ranging from 3% to 58%.

Acute Stress Disorder. The prevalence of Acute
Stress Disorder in the general population is not
known. However, for victims of severe trauma,
it is estimated to be between 14% and 33%.

Generalized Anxiety Disorder (GAD). The point
prevalence for GAD has been estimated at 2%
for females and 4% for males (Wittchen,
Zhao, Kessler, & Eaton, 1994) Lifetime preva-
lence is estimated at 5%.

Somatization Disorder. Studies have reported
widely variable prevalence rates ranging from
0.2% to 2% for women and less than 0.2%
for men.

Conversion Disorder. Reported rates for Con-
version Disorder vary widely and are not well
defined. They range from 11 people out of
every 100,000 to 500 people in every 100,000.

Hypochondriasis. The incidence of hypochon-
driasis is estimated to be 2% to 7% in general
medical practice. The prevalence for the gen-
eral population is estimated at 1% to 5%.

Sexual Disorders. Scant epidemiological data
exists on the sexual disorders. The DSM-IV-TR
relies on one comprehensive study that sum-
marizes sexual complaints that may be related
to particular disorders. There is no way of
knowing if the complaints would reach the lev-
els of distress and impairment necessary to ac-
tually make the diagnosis.

Hypoactive Sexual Desire Disorder. The one
comprehensive study to date has estimated
that as many as 33% of women may suffer
from complaints in this category at any given
time. Clearly this high number may include
complaints related to the context of the per-
son’s life that may never qualify as the disor-
der proper.

Arousal Problems. The problems in this cate-
gory could be prominent in Female Sexual
Arousal Disorder and Male Erectile Disorder.
It is estimated that at any given time, 20% of
females may have complaints related to
arousal problems and 10% of males would have
complaints related to erectile dysfunction.

Orgasm-Related Problems. The problems in this
category could be related to Female Orgasmic
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Disorder, Male Orgasmic Disorder, and Pre-
mature Ejaculation. At any given time, 25% of
females and 10% of males are estimated to
have complaints related to orgasms.

Dyspareunia. Problems that may fit this cate-
gory given sufficient impairment and distress
are estimated to be experienced by 3% of
males and 15% of females.

Anorexia Nervosa. Lifetime prevalence among
females is estimated to be 0.5% of the popula-
tion although there are many more women
who are suffering from related symptoms that
are sub-threshold for the disorder. Prevalence
in males is thought to be 1⁄10 that of women.

Bulimia Nervosa. The general prevalence is es-
timated to be 1% to 3% among adolescent and
young adult females. Male occurrence is
thought to be 1⁄10 of that.

Primary Insomnia. Primary Insomnia is
thought to aff lict 1% to 10% of the general
population and up to 25% of elderly people.

Narcolepsy. Studies estimate that between
0.02% and 0.16% of the population is aff licted
with Narcolepsy.

Breathing-Related Sleep Disorders. The most
common of these is Obstructive Sleep Apnea
Syndrome which is thought to aff lict between
1% and 10% of the population.

Sleepwalking Disorder. The prevalence of
sleepwalking disorder is thought to be in the
range of 1% to 5% while incidents of sleep-
walking (not the disorder per se) are more
common for up to 7% of adults.

Pathological Gambling. This is the only disor-
der in the category of Impulse-Control Disor-
ders Not Elsewhere Classified with any
community estimates. For adults, the esti-
mated prevalence is 0.4% to 3.4%.

Adjustment Disorders (AD). It is estimated
that between 10% and 30% of clients in men-
tal health outpatient settings suffer from ad-
justment disorders of some type. One would
suspect that the prevalence in the general
population would be higher although there
are no epidemiological studies to support that
hypothesis.

Personality Disorders. The personality disor-
ders in the DSM are the least validated in the

manual. One problem is great comorbidity
where 50% of people meeting the criteria for
one personality disorder also meet the crite-
ria for at least one more. Tyrer (1995) stated
that “the degree of overlap between and
among the different personality disorders is
far too great, and the specious use of the term
“comorbidity” hides diagnostic confusion”
(p. 29). He concluded that even if the cate-
gories were more valid, there is no way to
classify a person meeting the criteria for more
than one personality disorder. Without going
further into the debate about the validity of
these categories, suffice it to say that one
should be mindful of the debate while reading
current prevalence data. Disorders for which
there is no prevalence data (e.g., Schizoid Per-
sonality Disorder) have been omitted from
this chapter.

Paranoid Personality Disorder. Estimated to be
present in between 0.5% and 2.5% of the gen-
eral population.

Schizotypal Personality Disorder. Estimated to
be present in 3% of the general population.

Antisocial Personality Disorder. Estimated to be
present in 3% of males and 1% of females in
the general population.

Borderline Personality Disorder. Estimated to
be present in 2% of the general population.

Histrionic Personality Disorder. Limited data
allow for estimates of about 2% to 3% of the
general population.

Narcissistic Personality Disorder. Estimated to
exist in less than 1% of the general population.

Avoidant Personality Disorder. Estimated to
exist in between 0.5% and 1% of the general
population.

Obsessive-Compulsive Personality Disorder. Esti-
mated to be present in approximately 1% of
the general population.
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2
COUNSELING CLIENTS
WITH UNDERLYING
MEDICAL PROBLEMS

Christiane Brems

In recent years, studies have documented a
strong link between medicine and psychology,
as many clients with mental health concerns
actually suffer from medical illness and vice
versa. Tomb (1995) found that 50% to 80% of
patients treated in medical clinics actually had
a diagnosable psychiatric disorder; 60% of pa-
tients treated by general medical practitioners
actually needed mental health care; and 50%
of patients in psychiatric clinics had undiag-
nosed medical illnesses. Wickramasekera,
Davies, and Davies (1996) showed that over
half of patient visits to primary care physi-
cians were related to psychosocial problems,
although presented to the provider in the form
of physical complaints. Klonoff and Landrine
(1997) accumulated evidence that as many as
41% to 83% of psychiatric patients instead suf-
fer from an undiagnosed medical illness.

These numbers show that counselors must
be aware of clients’ physical needs as much
as medical providers need to consider pa-
tients’ emotional state. Both medical and
psychological providers often fail to consider

the possibility that clients presenting for one
reason (e.g., medical concerns or psychological
problems) may also or instead suffer from a
condition in the realm of the other provider
(Wickramasekera et al., 1996). These over-
sights could be prevented if both providers
were more willing to consider the importance
of the other and more open to working collabo-
ratively (Brems, 2000). Doubtless, such collab-
oration enhances the quality of treatment (and
life) of clients who are in need of medical and
psychological interventions. Not surprisingly,
lawsuits increasingly are brought against psy-
chological providers who failed to investigate
possible underlying physical diagnoses that
would have explained a client’s psychological
symptoms (Klonoff & Landrine, 1997). Thus,
for the sake of their clients and to minimize
their own risk of being sued for malpractice,
counselors need to be knowledgeable about
medical referrals and have collaborative rela-
tionships with medical providers. This means
raising their awareness of physical and psy-
chological symptoms that should stimulate

The DSM-IV personality disorders (pp. 29–44).
New York: Guilford Press.

U.S. Department of Health, Education, and Welfare.
(1978). Epidemiology, health systems research, and
statistics/data systems: Report of an ADAMHA
workgroup. Washington, DC: Author.

Wittchen, H-U., Zhao, S., Kessler, R.C., & Eaton, W.
(1994). DSM-III-R generalized anxiety disor-
der in national comorbidity survey. Archives of
General Psychiatry, 51, 355–364.
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2 • COUNSELING CLIENTS WITH UNDERLYING MEDICAL PROBLEMS 11

referrals (Samson, Levin, & Richardson, 1998;
White, Marans, & Krengel, 1998).

PSYCHOLOGICAL SYMPTOMS THAT REQUIRE
MEDICAL DIFFERENTIAL DIAGNOSIS

Not making appropriate medical referrals
when psychological symptoms have medical
causes can lead to lack of problem resolution
at best and life-threatening situations at
worst. Thus, it is crucial that counselors be
aware of possible differential medical diag-
noses. Psychological symptoms that should
stimulate data gathering for possible medical
referral follow, with medical causes to be
ruled out in parentheses:

• Anorexia Nervosa (e.g., Crohn’s disease, hy-
popituitarism, systemic lupus erythemato-
sus).

• Delirium (e.g., drug toxicity or with-
drawal, metabolic disease, psychosocial
trauma or stress, postoperative and postic-
tal states, CNS trauma, infection).

• Delusional Disorder (e.g., metabolic/
endocrine disorder such as thyroid dis-
turbance, CNS lupus, hypopituitarism,
Cushing’s syndrome; neurological disor-
ders such as temporal lobe epilepsy; Wil-
son’s disease).

• Dementia (e.g., primary dementia such
as Alzheimer’s disease, Pick’s disease,
Creutzfeldt-Jakob disease; endocrine dis-
order; infections, including HIV; tumors,
mainly in central nervous system; neuro-
logical disorder such as Huntington’s
Chorea, Parkinson’s disease, palsy, sub-
dural hematoma; nutritional deficiencies;
vascular disorders; toxicities; head
trauma).

• Generalized Anxiety (e.g., cardiovascular
disease such as arrhythmias, coronary
artery disease, hypertension, mitral valve
prolapse; respiratory disease such as
asthma, hyperventilation, chronic obstruc-
tive lung disease, pulmonary embolus; 
endocrine/metabolic disorders such as hy-
poglycemia, hyper- or hypothyroidism, hy-
ponatremia; neurological disorders such as

tumors, infection, complex partial
seizures, migraines; peptic ulcers and ul-
cerative colitis).

• Major Depression (e.g., malignancies; CNS
impairment such as uremia, demyelination,
hypoxia, hepatic encephalopathy, infections
such as hepatitis, mononucleosis, syphilis;
nutritional deficiencies; endocrine disor-
ders such as hypo- and hyperthyroidism,
diabetes, pituitary insufficiency, Cushing’s
syndrome, Addison’s disease).

• Mania (e.g., hypo- or hyperthyroidism, di-
encephalic or frontal stroke, multiple sclero-
sis, complex partial seizures, brain tumors).

• Panic Disorder (e.g., cardiovascular dis-
ease, especially mitral valve prolapse; res-
piratory disease; neurological disease;
endocrine disorder; pheochromocytoma).

• Psychogenic Amnesia (e.g., organic amnes-
tic disorder, epilepsy, postconcussion am-
nesia, substance-induced amnesia).

• Psychogenic Fugue (e.g., organic mental
disorder, complex partial seizures, malin-
gering).

• Schizophrenia (e.g., epilepsy, partial com-
plex seizures, CNS tumor or infection,
CNS degenerative disease, B12 and/or folic
acid deficiency, endocrine/metabolic dis-
ease, toxicity, multiple sclerosis).

• Sexual Dysfunction (e.g., neurophysiologi-
cal factors, side effect of drug or medica-
tion use, general medical illness).

• Insomnia (e.g., organic factors such as
Parkinson’s disease; cardiovascular insuf-
ficiency; respiratory disease).

• Parasomnia (e.g., endocrine disorders, dia-
betes mellitus, vascular disorder, neural
disorders, epileptic seizures).

ADDITIONAL HINTS TO IDENTIFY THE NEED
FOR MEDICAL REFERRAL

Beyond using symptoms, several hints help
identify the need for medical referral. When
a client presents with inconsistent symptoms,
physical disorder needs to be suspected.
For example, if a client complains of fatigue,
lack of appetite, and sexual disinterest, but
claims no other symptoms consistent with
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12 PART I • COUNSELING FOR ADJUSTMENT DISORDERS AND LIFE STRESS

depressive disorder, medical evaluation is in-
dicated given the lack of consistency to sup-
port a pure psychiatric diagnosis of depression
(i.e., never use “atypical” diagnoses without
medical corroboration). When a client who has
been seen for a while suddenly develops new,
more, or more severe symptoms, a medical referral
is warranted. Morrison (1997) warns that
counselors must “think outside the mental
health box” (p. 2), especially with clients they
have seen for some time. When sudden symp-
tomatic changes occur, it is the responsibility
of the counselor to begin to question whether
the pure mental health diagnosis truly ac-
counts for the entire clinical picture. Another
cue to the need for medical referral can be
unusual or changing appearance or mannerisms
(Morrison, 1997). Examples include features
such as premature or nonmale pattern thin-
ning of hair (e.g., hypothyroidism, malnutri-
tion, or liver failure), darkening of skin (e.g.,
adrenal insufficiency or hypothyroidism), stiff
or halting movements (e.g., fibromyalgia or
Creutzfeldt-Jakob disease), shortness of breath
(e.g., B1 deficiency or congestive heart failure),
or tremors (e.g., Parkinson’s disease, multiple
sclerosis, or hypoglycemia). Any alarming
symptoms, such as blood in sputum or stool,
persistent headaches, or similar severe or sud-
den physical manifestations also always war-
rant medical referral, even if the client does
not connect them to the psychological present-
ing symptoms. Klonoff and Landrine (1997)
suggest that “visual illusions or hallucinations al-
ways have an organic, rather than functional or
psychiatric, etiology” (p. 59), and hence always
require a medical referral. In fact, these au-
thors indicate that basic physical exams should
be required of all psychotherapy clients. Fi-
nally, when in doubt, refer.

FEATURES OF THE SUCCESSFUL
REFERRAL PROCESS

If a client meets a criterion for medical refer-
ral, counselors need to explore whether the
client received a recent (within the past one to
three months) medical evaluation that as-
sessed relevant medical disorders. If so, the

counselor requests a release of information
(ROI) from the client to access this medical in-
formation. Only a medical provider can make a
medical diagnosis, especially as many differ-
ential diagnoses rely not solely on a simple
medical exam, but require in-depth and pro-
tracted medical testing and evaluation. Table
2.1, based on Morrison’s (1997) When Psycho-
logical Problems Mask Medical Disorders and
Klonoff and Landrine’s (1997) Preventing Mis-
diagnosis of Women, lists the most common
physical disorders with psychological manifes-
tations and actions necessary to rule them out.
Knowing which medical tests are typically
used helps counselors decide whether the
client’s medical exam targeted the current pre-
senting symptoms. This is necessary to con-
firm that at the time of the physical exam the
medical professional was aware of the psycho-
logical symptoms and ruled out the relevant
medical issues. This thoroughness is sug-
gested because not all clients are truthful and
not all medical providers are equally qualified.

The referral process itself is straightfor-
ward. The client is made aware of the need for
the medical referral, prepared for the medical
contact, given a referral name if he or she does
not have a regular medical provider, and asked
to sign an ROI to allow communication be-
tween the medical provider and counselor.
When making referrals to physicians, physi-
cian’s assistants, nutritionists, nurse practi-
tioners, and so forth, counselors have the
responsibility to coordinate and facilitate this
process for their clients. To prepare for their
role as facilitators, counselors should enhance
communication with physicians. First, it is rec-
ommended that counselors identify medical spe-
cialists with whom they can collaborate easily.
Klonoff and Landrine (1997) recommend that
this list optimally include an endocrinologist,
a neurologist, a gynecologist, and an internist.
Counselors need to be prepared to provide hy-
potheses about what might be going on with the
client, providing concrete ideas of differential
diagnoses based on physical data. To do
so, they need to learn basic medical jargon that
allows for communication and engenders re-
spect. Medical providers will take a nonmed-
ical referral source more seriously if he or she
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Disorder Psychological Symptoms Physical Symptoms Medical Tests

Adrenal insufficiency
(Addison’s disease)

Fatigue, apathy,
depression, social
withdrawal, anxiety,
suicidality, psychosis,
poverty of thought, recent
memory impairment

Weakness, darkening skin,
nausea, abdominal pain,
fainting, vomiting, weight
loss, anorexia ( loss of
appetite)

History of salt cravings,
urine or sputum test
measuring cortisol levels

Amyotropic lateral
sclerosis (Lou Gehrig’s
disease)

Depression, dementia Muscle weakness, weight
loss, ataxia (inability to
coordinate voluntary
muscle movement),
dysarthria (inability to
articulate words),
cramping

Electromyography (to
show muscle twitching)

Brain abscess Lethargy, cognitive
changes and symptoms

Headache, fever, stiff neck,
seizures, nausea,
vomiting, focal
neurological symptoms

CT scan, MRI

Brain tumor Loss of memory, cognitive
changes, dementia,
depression, psychosis,
dissociation, personality
changes

Headaches, vomiting,
dizziness, seizures, focal
neurological symptoms

CT scan, MRI, brain
biopsy

Carcinoid syndrome Flushing of the face and
body ( blushing)

Diarrhea, abdominal pain,
blood-containing stool

Urine sample to assess
high levels of serotonin
breakdown products

Cardiac arrhythmia Anxiety, delirium Fatigue, dizziness,
delirium, palpitations

Electrocardiogram

Chronic obstructive lung
disease

Anxiety, panic,
depression, insomnia,
delirium

Cough, shortness of
breath, tremor, headache,
dark skin hue

Pulmonary function
studies, blood-gas
determination

Congestive heart failure Anxiety, panic, insomnia,
delirium, depression

Shortness of breath,
fatigue, edema, cold,
weakness, cyanosis

Chest X-ray,
echocardiogram

Cryptococcus Irritability, disorientation,
mania, dementia,
psychosis

Headache, fever, stiff neck,
blurred vision, nausea,
staggering gait

Search for causative yeast
organism in cerebrospinal
f luid bathed in india ink

Cushing’s syndrome Emotional lability,
depression, anxiety, loss of
libido, delirium,
irritability, paranoid
delusion, suicidality (high
risk)

Hypertension,
amenorrhea (cessation of
menstruation), oily skin,
increased body hair,
weakness, facial and
truncal obesity, buffalo
hump

Physical exam,
corticosteroid level in
24-hour urine specimen,
history of steroid-
containing substances

Diabetes mellitus Fatigue, lethargy, panic,
depression, poor
concentration, delirium

Increased hunger, thirst,
and urine output; rapid
weight loss; blurred vision

At least two abnormal
glucose tolerance tests

Fibromyalgia Chronic fatigue,
depression, anxiety

Muscle pain, stiffness, and
tenderness

By history and symptom
presentation

(continued)
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14 PART I • COUNSELING FOR ADJUSTMENT DISORDERS AND LIFE STRESS

Head trauma Personality change,
delirium, dementia,
amnesia, mood swings,
psychosis, anxiety

Headache, dizziness,
fatigue, paralysis,
seizures, anosmia ( loss of
sense of smell)

Skull X-ray, MRI, CT scan

Herpes encephalitis Forgetfulness, anxiety,
psychosis

Fever, headache, stiff neck,
vomiting, focal
neurological symptoms

Electroencephalogram,
brain biopsy, CT scan

Homocystinuria Mental retardation,
dementia, behavioral
problems

Impaired vision, shuff ling
gait, blotchy skin

Blood or urine test to
check for elevated levels of
homocysteine and
methionine

Huntington’s disease Apathy, depression,
irritability, impulsive
behavior, personality
changes, cognitive
changes, suicidality,
dementia

Insomnia, restlessness,
ataxia, inarticulate speech,
good appetite with weight
loss, clumsiness, writhing
motions of the limbs

Family history of this fatal
disease, genetic testing

Hyperparathyroidism
(Hypercalcemia)

Personality change,
depression, anxiety,
suicidality, delirium,
psychosis; often mistaken
for hypochondriasis

Urinary tract infections,
weakness, tiredness,
anorexia, nausea,
vomiting, thirst,
constipation, muscle and
abdominal pain

Blood test to establish
high serum calcium and
parathyroid hormone
levels

Hypertensive
encephalopathy

Paranoia, delirium Headache, nausea,
paralysis, vomiting, visual
impairment, seizures

Measurement of blood
pressure (presence of
hypertension)

Hyperthyroidism Agitated depression,
depression, anxiety, panic,
delirium, psychosis; often
mistaken for Bipolar
Disorder

Goiter, red and puffy
eyelids, bulging eyes,
weakness, palpitations,
hunger, tremor, warm,
increased appetite with
weight loss, diarrhea

Thyroid panel ( blood test)
to check for elevation of
serum thyroxine levels
and drop in thyroid
stimulating hormone

Hypoparathyroidism
(Hypocalcemia)

Irritability, mental
retardation, depression,
anxiety, paranoia,
delirium, dementia

Numbness, tingling, and
spasms in hands, feet, and
throat; headaches; thin,
patchy hair; poor tooth
development

Blood test to establish low
serum calcium and
parathyroid hormone
levels

Hypopituitarism Apathy, indifference,
fatigue, depression,
decreased libido,
drowsiness; often
mistaken for Dependent
Personality Disorder or
psychotic depression

Waxy skin, loss of body
hair, inability to tan, loss
of appetite and weight, loss
of nipple pigmentation,
premature wrinkles
around eyes and mouth

X-ray, CT scan, or MRI to
establish structural
pituitary abnormality;
blood test to establish
hormonal deficiencies

Hypoglycemia Anxiety,
depersonalization,
lethargy, fatigue

Sweating, palpitations,
tremulousness, headache,
confusion

Food diary, 5-hour fasting
glucose tolerance test

TABLE 2.1 Continued

Disorder Psychological Symptoms Physical Symptoms Medical Tests
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2 • COUNSELING CLIENTS WITH UNDERLYING MEDICAL PROBLEMS 15

Lyme disease Depression, psychosis,
anxiety, mild cognitive
symptoms

Headache, fever, chills,
fatigue, stiff neck, malaise,
achiness

History of tick bite, serum
antibody response to
B. Burgdorferi

Meniere’s syndrome Anxiety, panic,
depression, poor
concentration

Dizziness, nausea,
vomiting, tinnitus
(ringing in the ears),
nystagmus (rapid,
involuntary eyeball
oscillation), deafness

Diagnosis based on
symptoms

Mitral valve prolapse Panic (do not use
anxiolytics)

Chest pain, fainting,
palpitations,
breathlessness

Echocardiogram

Multiple sclerosis Depression, mania, sudden
emotionality, cognitive
impairment, dementia;
misdiagnosed as
somatization or Histrionic
Personality Disorder

Ataxia, numbness,
weakness, fatigue, visual
problems, incontinence,
trouble walking,
paresthesias (tingling or
prickling of skin)

MRI to show areas of
plaque; birthplace north of
55˚ latitude; hot bath test
(weakness and faintness
after hot bath)

Myasthenia gravis Anxiety, memory loss,
minor cognitive symptoms

Muscle weakness Tensilon test (injection of
edrophonium to check for
brief ly improved muscle
strength)

Niacin deficiency
(Pellagra)

Depression, anxiety,
delirium, dementia

Weakness, anorexia,
headache, diarrhea, red
and rough skin

Food diary, based on
symptoms, urine test

Pancreatic cancer Depression, initial
insomnia, crying spells,
suicidality, anxiety,
hypersomnia

Weight loss, weakness,
abdominal pain, insomnia,
hypersomnia

Ultrasound, CT scan, or
endoscopic retrograde
pancreatography; needle
biopsy

Parkinson’s disease Depression, anxiety,
impaired attention,
cognitive deficits,
paranoia; visual
hallucinations as side
effect of medications

Tremor, muscle rigidity,
decreased mobility,
masked facies, trouble
walking, poor f ine motor
coordination

Based on symptoms and
physical exam

Pernicious anemia Forgetfulness, depression,
dementia, psychosis

Anemia, dizziness,
tinnitus, glossy tongue,
palpitations

Blood test

Pheochromocytoma Anxiety, panic Headache, sweating,
palpitations, nausea, high
blood pressure

24-hour urine test for high
catecholamine levels

(continued)

Hypothyroidism Apathy, depression,
suicidality, slowed
cognitive function,
dementia; mistaken for
rapid-cycling Bipolar
Disorder

Dry and brittle hair, dry
skin, hair loss, edema, cold
intolerance, appetite loss
with weight gain, goiter,
constipation, hoarseness,
hearing loss, slow
heartbeat

Blood test to establish
drop in serum thyroxine
and elevation in thyroid
stimulating hormone
levels; measurement of
basal body temperature on
five consecutive mornings

TABLE 2.1 Continued

Disorder Psychological Symptoms Physical Symptoms Medical Tests
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16 PART I • COUNSELING FOR ADJUSTMENT DISORDERS AND LIFE STRESS

Progressive supranuclear
palsy

Slowed mental function,
forgetfulness, apathy,
labile mood

Double vision, unsteady
gait, muscle stiffening

CT scan showing atrophy
of pons and midbrain

Protein energy
malnutrition

Apathy, lethargy, cognitive
changes

Weight loss; loss of skin
elasticity; dry, thin hair;
low body temperature,
heart rate, and blood
pressure

Food diary, physical exam,
blood test for low serum
protein levels

Sleep apnea Insomnia, depression,
drowsiness, irritability,
poor concentration

Snoring, morning
headache, nocturia
(nighttime urination)

Sleep polysomnography

Syphilis Personality changes,
fatigue, irritability,
grandiosity, cognitive
symptoms, psychosis

Ulcerous chancre, fever,
headache, sore throat, skin
rash, swollen lymph nodes

Serum screening test and
serum f luorescent
treponeme antibody
absorption test

Systemic lupus
erythematosus

Severe depression,
cognitive symptoms,
anorexia, psychosis
(thorazine exacerbates
symptoms)

Muscle and joint pain,
butterf ly rash, fatigue,
fever, loss of appetite,
nausea, vomiting, weight
loss

Blood test to establish
elevation of antinuclear
antibodies

Thiamine deficiency
(Beriberi)

Fatigue, irritability,
anxiety, delirium, amnesia

Shortness of breath,
edema, rapid heartbeat,
nystagmus, trouble
walking, fever, vomiting

History of alcoholism,
food diary, MRI, CT scan,
blood/urine tests

Wilson’s disease (Inherited
copper toxicosis)

Anxiety, personality
change, irritability, anger,
loss of inhibition,
psychosis, depression,
cognitive symptoms

Dysarthria, tremor,
spasticity, rigidity, trouble
swallowing, dystonia
(poor tonicity of tissue),
drooling

Liver function test (excess
copper), blood tests
(deficient copper-protein
ceruloplasmin), MRI, CT
scan

TABLE 2.1 Continued

Disorder Psychological Symptoms Physical Symptoms Medical Tests

Porphyria Depression, mania,
euphoria, anxiety,
delirium, psychosis

Abdominal pain, muscle
weakness, tremors, dark
urine, vomiting, seizures,
sweating

Blood or urine test to
check for high levels of
porphobilinogen

Posterolateral sclerosis Anxiety, weakness,
memory impairment,
psychosis; mistaken for
Conversion Disorder

Heavy limbs, stocking
and/or glove sensory loss,
alteration in ref lexes

Electromyography

Prion disease Anxiety, fatigue, poor
concentration, slowed
mental function 

Difficulty walking,
tremors, muscle rigidity,
hypokinesia (decreased
muscle movement)

Electroencephalogram,
history of ingestion of
infected meat

refers to the client as patient (Klonoff & Lan-
drine, 1997). Obtaining basic preliminary physi-
cal data from the client also expedites the
referral and increases the likelihood of correct
medical diagnosis. Preliminary physical data
may be gleaned through an interview and

consists of information such as weight pat-
terns, sleep patterns, changes in physical func-
tioning, substance use, and specific physical
symptoms and their context (Brems, 1999). The
more physical data counselors can offer, the
more seriously they and the referral will be

Source: From Dealing with Challenges in Psychotherapy and Counseling, 1st ed., by C. Brems © 2000. Reprinted with permission of Wadsworth,
an imprint of Wadsworth Group, a division of Thomson Learning. Fax (800) 730-2215.
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2 • COUNSELING CLIENTS WITH UNDERLYING MEDICAL PROBLEMS 17

taken by the physician (Klonoff & Landrine,
1997). Presenting this wealth of medical infor-
mation in the most concise and brief manner, as
opposed to embedded in a lengthy psychoso-
cial history, will reap the greatest benefit (Dia-
mond, 1998). Finally, it is important that
counselors never pretend to understand informa-
tion when in reality they do not. Asking ques-
tions to be informed about clients’ medical
conditions and the medical tests they may be
facing is essential for optimal rapport. If coun-
selors do not understand what their clients
will encounter, they cannot help them prepare.

PLANNING TREATMENT AFTER A
COMPLETED MEDICAL REFERRAL

If the medical provider rules out physical or
medical causes for the client’s presenting con-
cerns, the counselor makes a proper mental
health treatment plan focusing on the client’s
psychological symptoms, comfortable in the
knowledge that no medical concerns are
present. If, however, an underlying medical
diagnosis completely or partially causes the
psychological symptoms, counselor and
physician collaborate to determine the opti-
mal course of action. Medical symptoms are
best treated by the medical provider; however,
the sequellae of having a medical disorder that
has emotional consequences are best treated
by the counselor. Psychological treatment with
a client who has an underlying medical ill-
ness will be different from counseling a client
with psychological symptoms without med-
ical causes. For the client with both concerns,
counseling requires different goals and will
largely be influenced by the severity, acuity,

and chronicity of the medical illness. Close
monitoring of the client’s physical condition
will be necessary, as will the counselor’s need
to learn more about the client’s particular ill-
ness. Again, collaboration with the medical
provider in this regard is emphasized.

References

Brems, C. (1999). Psychotherapy: Processes and tech-
niques. Boston: Allyn & Bacon.

Brems, C. (2000). Dealing with challenges in psy-
chotherapy and counseling. Pacific Grove, CA:
Brooks/Cole.

Diamond, R.J. (1998). Instant psychopharmacology: A
guide for the nonmedical mental health profes-
sional. New York: Norton.

Klonoff, E.A., & Landrine, H. (1997). Preventing
misdiagnosis of women: A guide to physical disor-
ders that have psychiatric symptoms. Thousand
Oaks, CA: Sage.

Morrison, J. (1997). When psychological problems
mask medical disorders: A guide for psychothera-
pists. New York: Guilford Press.

Samson, J.A., Levin, R.M., & Richardson, G.S.
(1998). Psychological symptoms in endocrine
disorders. In P.M. Kleespies (Ed.), Emergencies
in mental health practice (pp. 332–354). New
York: Guilford Press.

Tomb, D.A. (1995). Psychiatry. Baltimore: Williams
& Wilkins.

White, R.F., Marans, K.S., & Krengel, M. (1998).
Psychological/behavioral symptoms in
neurological disorders. In P.M. Kleespies
(Ed.), Emergencies in mental health practice
(pp. 312–331). New York: Guilford Press.

Wickramasekera, I., Davies, T.E., & Davies, S.M.
(1996). Applied psychophysiology: A bridge
between the biomedical model and the
biopsychosocial model in family medicine.
Professional Psychology: Research and Practice,
27, 221–233.

welf_p01.qxd  6/20/01  11:16 AM  Page 17



And when we have time on our hands,
We have a pastime
Wherein we try to have a good time,
Even a grand time,
Or perhaps the time of our life.

(Bolles, 2000, p. xii)

In the best of all worlds, our work is the time
of our life. The emotional experience of satis-
fying work may protect us from negative men-
tal health outcomes and physical health
complaints (Lent, 1995). When work fails to be
the time of our clients’ lives, a counseling in-
tervention may be useful. The purpose of this
chapter is to focus attention on what is known
about responsible and ethical practices in
counseling adult clients who have lost a job or
who complain of being underemployed.

Underemployment is defined here as less-
than-optimum use of an individual’s capacities
at work. Possible companions of underemploy-
ment include boredom and loss of dignity
(Hansen, 1997), uncertainty (Landy, 1992),
anxiety (Osipow & Fitzgerald, 1996), and low
self-confidence (Shullman & Carder, 1983). De-
pression, anxiety, substance use, and other un-
wanted behaviors have been seen with chronic
and acute joblessness and job dissatisfaction
(Locke & Latham, 1990). Unwanted unemploy-
ment and underemployment can themselves be
life stressors and can reduce people’s ability to
handle other stressors. In addition, the absence
of income is an important stressor for most un-
employed clients.

Concepts related to unemployed and un-
deremployed individuals fall into one of the

following categories: internal, or unique to the
person; and external, including availability of
work, development opportunities, bias and
other unjust barriers related to clients’ demo-
graphic features, and access to technology.

INTERNAL ISSUES

Factors often included in models of job and
career psychology include interests, values,
skills, decisiveness, and maturity. When a
client is at liberty to choose among available
and attractive work options, these factors can
be very useful in counseling. However, when
clients are in distress about work, additional
internal factors such as well-being, self-
efficacy, work strain, and other emotional and
cognitive stressors may be more prominent.

Well-being is defined as the belief that one
is living a good and worthwhile life, accompa-
nied by the presence of positive feelings and
the relative absence of negative feelings (Di-
ener, 2000). Job satisfaction is a component of
well-being. Satisfaction with one’s job, more
than working conditions or supervision, may
be closely related to clients’ mental health
(Osipow & Fitzgerald, 1996).

A facet of well-being relevant to work roles
is the ability to be f lexible in setting goals. Be-
cause becoming and staying employed relies
partly on factors outside of one’s individual
control, the willingness to adjust and change
goals is an important factor in difficult cir-
cumstances (Diener, 2000). How people adapt
to changing conditions helps to indicate their
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3 • COUNSELING WITH UNEMPLOYED AND UNDEREMPLOYED CLIENTS 19

ability to benefit from counseling and reach
their goals.

Clients’ level of self-efficacy, or belief in their
ability to complete certain actions, can indi-
cate their willingness to engage in a job search.
They may doubt their own competence and
worth and question their ability to find a new
job or improve their present working condi-
tions. Underemployed clients may believe that
their talents are not valued. Job search self-
efficacy has been found to predict actual job
searching better than general self-esteem and
sense of control (Saks & Ashforth, 1999). The
setting of specific goals and a belief in positive
outcomes are important aspects of job search
self-efficacy that may help predict the success
of counseling interventions.

Reduced self-efficacy and self-esteem can
interfere with individuals’ plans to identify
and act on their interests in the workplace
(Betz, 1999). If clients are not confident of their
“match” with particular jobs or work settings,
they risk giving up in the face of barriers such
as discrimination or lack of training.

Work strain refers to problems with work
tasks, demands, and relationships. It can in-
clude being over- or underworked; having con-
flict in work relationships, feeling unprepared
for new work tasks, and having multiple de-
mands at work and in other life roles. Workers
with outdated skills may describe being un-
derutilized or bored. Clients may sometimes
report lack of interest when they are actually
feeling depressed or anxious about their work
or the upcoming job search. Use of caffeine
and nicotine may alleviate boredom due to mo-
notonous work tasks (Landy, 1992).

Other Emotional and Cognitive Stressors

A significant proportion of recipients of public
assistance are homeless, have chronic physical
or mental health problems or drug or alcohol
problems, and are survivors of serious abuse
(Edwards, Rachal, & Dixon, 1999). Intellectual
and cognitive deficits may be present as well.
Because many of these adults are now entering
the workforce, it is more likely that counselors
will see these issues in clients presenting with
employment concerns. In addition, the loss of a

job or chronic underemployment may be
stressful enough to contribute to a depressed
or anxious mood, behavior disruptions, and
other negative symptoms.

The state of being employed can itself be
significant: “Almost any type of work, regard-
less of how much of an underload or overload
it represents, has the capacity to relieve de-
pression in some people” (Landy, 1992, p. 137).
Unemployment can precipitate depression,
anxiety, substance abuse, and other serious
disorders in some people.

For clients experiencing an unwanted job
loss or chronic underemployment, searching
for a new position may propel them into
counseling. After issues such as those above
are resolved or ruled out, general factors in
job transition are useful to address.

Interests

There is a huge literature on assessing and
measuring vocational interests, underscoring
the perceived importance of interests when
counseling adults on work transitions. Inter-
ests are measured by a variety of available in-
ventories that can help clients to “focus
attention, arouse feelings, and steer a direc-
tion” (Savickas & Spokane, 1999, p. 6). The re-
liability and validity of interest inventories
for various cultural and ethnic groups is still
under study. Interests can also be assessed by
card sorts and other methods of self-report
(cf. Peterson, 1998). Research has amply
demonstrated their stability—and there is a
strong genetic component to individual inter-
ests (cf. Betsworth & Fouad, 1997; Swanson &
Gore, 2000)—but it is not yet known how
much change in interests is possible over
time and across different activity settings.
Understanding clients’ interests does not tell
the entire story in a counseling intervention.
Individual values are also important factors
in work transition. Status, comfort, and
safety may rank higher than altruism,
achievement, and autonomy in a job change
decision, citing one set of values often ap-
plied to the work setting (Dawis & Lofquist,
1984). The role of meaning in work also 
plays a part in many people’s cognitive and
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emotional responses to unwanted job loss or
underutilization.

People’s skill levels are often deduced by ex-
amining test scores, academic grades, letters of
reference, and other unique indicators. Stan-
dardized scores of aptitude and achievement
are also used in some settings. Prediction of
future job performance can be attempted by
these means, but concerns exist about the ef-
fects on disadvantaged job candidates (Osipow
& Fitzgerald, 1996). The variable nature of
performance appraisals in the workplace, with
multiple raters of uncertain quality and moti-
vation, makes skill level a factor that may
straddle internal and external categories. It is
clear, however, that ability and skill feed-
back contributes importantly to people’s self-
concepts and beliefs about their work interests
and choices.

The level of decidedness with which clients
approach job and career choice has received
significant attention. Less is known about the
role of decidedness in adults who have been
employed but are seeking a new job. Theories
of coping methods in responding to chronic
stress include an emphasis on decision mak-
ing (cf. Folkman & Moskowitz, 2000). Indeci-
siveness can signal emotional conflicts or
obstacles to making choices (Savickas, 1996).
Self-efficacy for making decisions can help or
hinder the process; for instance, beliefs in
one’s ability to find acceptable job options
and choose among them predicts employ-
ment (Saks & Ashforth, 1999).

A well-known definition of vocational matu-
rity encompasses a number of tasks relevant
to choosing an occupation or work setting.
Defined by Donald Super and his colleagues,
it includes an evaluation of interests, behav-
iors, values, and knowledge said to aid in vo-
cational planning and choice (Thompson,
Lindeman, Super, Jordaan, & Myers, 1981).

EXTERNAL ISSUES

A variety of factors external to clients may im-
pact on counseling assessment and treatment.
Availability of work is relevant to everyone, but
is even more important as the U.S. and the

global economy shift further toward informa-
tion technology and biotechnology and away
from manufacturing and many service occupa-
tions. Two million white-collar jobs change
dramatically or disappear in the United States
every year, and a significant number of blue-
collar jobs incorporate new levels of computer-
related skills (Rifkin, 1995).

Access to job networks and promotional oppor-
tunities is a crucial factor relevant to counsel-
ing the unemployed and underemployed. Bias,
discrimination, and other barriers can affect a
significant proportion of hopeful workers. Per-
sons of low social class represent one such vul-
nerable group. A home address from a poor
neighborhood can destine a job application for
the recycling bin (Wilson, 1996). Discrimina-
tion on the basis of age, gender, race, disability,
sexual orientation, and other demographics
renders many others vulnerable as well. These
conditions can lower self-efficacy and expecta-
tions for success.

Access to learning and new skill development is
crucial to remaining employable and having a
positive work experience. Persons reporting
no on-the-job development, training, or learn-
ing are at risk of unemployment or underem-
ployment due to skill obsolescence.

Technology access increasingly dictates the
amount of job information available and the
speed with which it is obtained. Many poten-
tial employers request resumes strictly by elec-
tronic transmission, containing key words that
are recognizable by computer programs that
route them to the most appropriate recipient.
With sufficient economic means, people can
subscribe to services that remotely search job
listings throughout the World Wide Web, de-
livering the most relevant openings directly to
their e-mail address on a daily basis. Clients
with little or no technology access may be left
out of this avenue of job searching.

Social support has been shown to reduce the
effects of stress in many different domains.
Gaining the support of important others is a
significant aspect of lessening the stress and
overcoming the barriers of underemployment
and unemployment. It has been suggested
that aiding clients in finding and gathering
supportive others yields more benefit than
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focusing on removing barriers in job search
and work transitions (Brown & Krane, 2000).

COUNSELING PROCESS FACTORS

What counselors bring to the counseling rela-
tionship—their assumptions, values, methods,
and intervention choices—deserve mention in
this discussion. Evaluating clients nondirec-
tively aids in keeping counselor biases and
assumptions at a minimum (Lent, 1996). Struc-
tural obstacles such as discrimination must be
explored from the client’s perspective. The
type of intervention recommended may be
highly informational, highly therapeutic, or a
combination of both. Counselors may find that
collaboration with bachelor’s-level career de-
velopment facilitators (Splete & Hoppin, 2000)
and other trained personnel works to their ad-
vantage in efficient provision of services.

Confidentiality and privacy must be clearly
described and carefully guarded, especially
when telephone or computer lines are involved
(including telephone counseling and coaching
and inventories completed via Web sites). The
validity and reliability of inventories and
other instruments must be determined and
delivered by those trained and competent in
their use.

There is some evidence that in establishing
and maintaining a counseling relationship, the
focus on a specific task and goals for clients to
accomplish is of greater import than a thera-
peutic bond between counselor and client
(Warwar & Greenberg, 2000). On the other
hand, a resurgence of interest in therapeutic
empathy encourages focus on counselor-client
interactions. Narrative counseling techniques
highlight the stories that clients tell and sug-
gest methods for actively “writing” new por-
tions in the context of counseling.

COUNSELING RECOMMENDATIONS

One definition of counseling for work concerns
encompasses a number of the themes men-
tioned in this chapter: “Helping people make
goal-congruent work or career choices that will

allow them to experience work, career, and life
satisfaction in a changing society” (Brown &
Krane, 2000, p. 740). A client-centered assess-
ment aids in understanding the full scope of
clients’ needs, goals, satisfiers, and interests in
the world of work. It can also encourage discus-
sion of external and internal obstacles that may
be holding clients back from feeling confident
and taking action. Counselors can evaluate
sense of competence or self-efficacy by asking
clients if they believe they can perform actual
job search behaviors, such as revising a resume
or finding job leads. This can lead to specific
action steps that should improve clients’ belief
in their abilities.

Counselors can initiate discussion of bias,
discrimination, and other societal obstacles in
their assessment. Expectations about salary,
benefits, promotion and training opportuni-
ties, and level of autonomy or responsibility
may be affected by clients’ social class, race,
gender, age, and other demographic features.

Many clients seeking work transition coun-
seling expect to be given testing, which will
indicate their best work choices. Placing re-
sponsibility for this process on an external re-
source can be indicative of anxiety regarding
the task. Because a major cause of early termi-
nation from career counseling is anxiety, it
is advisable to engage clients in a thorough as-
sessment and explore potential emotional
barriers before embarking on a structured ex-
ploration of interests, skills, and work values.
At the end of this process, the match between
clients’ needs and talents should be maxi-
mized, “so that their aspirations are aimed as
high as their ability will take them” (Brown &
Krane, 2000, p. 751).

Two Notes of Caution

Clients may inform you that they have com-
pleted career inventories on the Internet and
that they have taken action based on the re-
sults. Remote administration of these instru-
ments can be fraught with pitfalls (cf.
Sampson & Lumsden, 2000):

• Clients’ unique issues may not have been
assessed initially.
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• The norm groups for the instrument may
not represent the client demographically.

• The person who administered or scored the
instrument may not be adequately trained.

• Clients may have completed the instrument
in an environment not conducive to reliable
results; for instance, with interruptions or
other challenges to concentration.

• Clients’ privacy may not have been pro-
tected, and they may begin to receive un-
solicited marketing materials linked to
their individual responses.

• The inventory results might not have been
reported in a way that allowed clients’ full
understanding or follow-up discussion.

A second cautionary topic is the unan-
swered question of the long-term usefulness
of counseling adults in work transitions.
Studies have shown that people using coun-
seling and allied services are more satisfied
with job choice, values clarification, and other
immediate outcomes. However, research has
not effectively demonstrated that people who
obtain career or job counseling are more satis-
fied with their work, their life, or other re-
lated outcomes in the long run (Brown &
Krane, 2000). This question deserves further
study to determine the ideal amount of effort
that should be expended on program design,
counseling processes, structured activities
and instruments, and other services designed
to help people have the time of their lives in
the workplace.

Tests and Inventories

Published instruments often enrich the coun-
seling process for clients who have minimal
conflicts and obstacles. Among the many in-
struments in use for adults making work tran-
sitions, the following titles may be useful
after a careful assessment:

Adult Career Concerns Inventory (Super,
Thompson, & Lindeman (1987).

Campbell Interests and Skills Survey
(Campbell, 1994).

Career Decision-Making Self-Efficacy
Scale (Betz, Klein, & Taylor, 1996).

Career Attitudes and Strategies Inven-
tory—Career Obstacles Checklist and Job
Satisfaction Scale (Holland & Gottfredson,
1994).

Kuder Career Search (Zytowski, 1999).

Myers-Briggs Type Indicator (Myers, Mc-
Caulley, Quenk, & Hammer, 1998).

Occupational Stress Inventory (Osipow &
Spokane, 1987).

Self-Directed Search (Holland, 1994).

Strong Interest Inventory (Strong, Hansen,
& Campbell, 1994).

Card sorts offer another structured way
for counselors and clients to explore occupa-
tional interests. Manipulating cards with oc-
cupational titles can provide a novel activity
in the counseling process. The following titles
may be useful:

Deal Me In Cards (Farren, Kaye, & Lei-
bowitz, 1985).

Occupational Interest Card Sort (Knowdell,
1993).

Missouri Occupational Card Sort (Krieshok,
Hansen, & Johnston, 1989).

Slaney Vocational Card Sort (Slaney, 1978).

Vocational Exploration and Insight Kit
(Holland & Associates, 1980).

Other resources worthy of attention follow:

Careerhub: www.careerhub.org. This Web
site was designed in consultation with
the University of California, Berkeley, as a
stand-alone resource for career and job
searchers. It offers free inventories that do
not require a trained counselor’s interpre-
tation and provides guidance on when to
seek a counselor. Access to copyrighted
instruments and materials is available for
a fee.

Joint special issue, The Career Development
Quarterly and The Journal of Employment
Counseling: Collaboration, Partnership, Pol-
icy, and Practice in Career Development.
48, June 2000: National Career Develop-
ment Association.
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Special issue, Journal of Career Assessment:
Career Assessment and the Internet. 8,
Winter 2000: Psychological Assessment Re-
sources, Inc.

Handbook of Career Counseling Theory and
Practice (2000). Edited by M.L. Savickas and
W.B. Walsh. Palo Alto: Davies-Black.

What Color Is Your Parachute? (2000). Richard
Bolles. Berkeley, CA: Ten Speed Press.

SUMMARY

Clients can report significant difficulty facing
the stressors of underemployment or unem-
ployment. Although not enough is known
about the long-term effects of counseling for
these issues, it is highly desirable to do a com-
plete assessment and intervene promptly, ad-
dressing both internal and external factors
related to work transitions. When emotion-
ally ready, clients can benefit from structured
adjuncts in counseling and targeted discus-
sion of supports and obstacles to achieving
satisfaction in their work lives.
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The primary goal of the college environment is
to promote learning and growth in students;
such personal change requires adjustment, and
the unique role of college counselors is to as-
sist students in dealing with the developmen-
tal challenges that accompany personal
growth. (Davis & Humphrey, 2000, p. 43)

COLLEGE COUNSELING CENTER MISSIONS
AND FUNCTIONS

Addressing college counseling as a whole is
difficult because just as every institution of
higher education is distinct, so is every col-
lege counseling center. Counseling centers
differ according to the type of college in
which they reside (four-year/two-year, pub-
lic/private, large/small), the school’s mis-
sion, and the resources available to them. Five
distinct types of centers were first identified
by Whiteley, Mahaffey, and Geer (1987):

1. Macrocenter. Provides a wide range of clin-
ical services such as personal and career
counseling and testing, along with special
functions including training and consulta-
tion with limited advising.

2. Career planning and placement. Career-ori-
ented services with minimal counseling
and other functions.

3. Counseling orientation. Similar to macro-
centers but with fewer career services.

4. General-level service. Wider functions in-
cluding “dean of students”-type functions,
more services to a greater number of stu-
dents than a conventional counseling center.

5. Minimal service. Minimal service provided
in all areas.

More recently, however, Stone and Archer
(1990) emphasize the wide variation in col-
lege counseling center design and function
even within each category. For example, varia-
tion occurs when centers of the same type op-
erate from different theoretical orientations
(e.g., psychodynamic vs. cognitive-behavioral)
or with various service limits (e.g., short-term
vs. open-ended treatment modalities).

Because college counseling centers are not
independent operations and serve only mem-
bers of a college community, their success in
meeting the needs of the community depends
on the degree to which they focus their activ-
ities to mesh with the mission of the particu-
lar college (Bishop, 1991). Clearly, centers
themselves also need an explicitly articulated
philosophy to function well. As these philoso-
phies are set in the context of different insti-
tutional histories, mission statements, and
service offerings, counseling centers neces-
sarily differ significantly.

Finally, there is great variation in college
students themselves. Some schools are more
homogeneously populated (e.g., in terms of
student ages and cultural backgrounds) and
others are more diverse. Because counseling
centers must meet the needs of the students
they serve, this too contributes to the differ-
ences among them.

Regardless of this variability, essential roles
and functions for college counseling centers
have been articulated and standardized. For
example, the Standards and Guidelines for

25

4 EFFECTIVE COLLEGE
COUNSELING

Neal E. Lipsitz

welf_p01.qxd  6/20/01  11:16 AM  Page 25



26 PART I • COUNSELING FOR ADJUSTMENT DISORDERS AND LIFE STRESS

Counseling Programs and Services by the
Council for the Advancement of Standards in
Higher Education (CAS, 1997) outline three
major functions for college counseling centers:
developmental, remedial, and preventive. The
developmental function is aimed at helping
students mature and succeed academically;
the remedial function is designed to provide
professional clinical services to students with
significant personal adjustment problems; and
the preventive function focuses on neutraliz-
ing environmental conditions that interfere
with student welfare. The Accreditation Stan-
dards for University and College Counseling
Centers by the International Association of
Counseling Services (IACS) (Kiracofe et al.,
1994) parallel those listed above. Stone and
Archer (1990), CAS (1997), and IACS (Kiracofe
et al., 1994) also suggest more specific recom-
mendations, including consultation and out-
reach to a variety of groups in the campus
community, staff development, crisis interven-
tion, psychological and career testing, re-
search, and evaluation of services.

THE SCOPE AND INTENSITY OF STUDENT
NEEDS AND PROBLEMS

College students typically bring four kinds of
issues with them to the college experience
(Chandler & Gallagher, 1996):

Personal and social adjustment issues involving
relationship difficulties, self-esteem, exis-
tential concerns, depression, sexual abuse
and harassment.

Academic and career concerns.

Stress and psychosomatic symptoms, includ-
ing anxiety.

Distressing symptoms related to substance
abuse, sexual dysfunction, eating disor-
ders, and unusual behavior.

Generally, the most prevalent issues include
relationship difficulties, depression, anxiety,
low self-esteem, stress, academic problems,
and career concerns (Chandler & Gallagher,
1996). Even college counseling centers with

fairly homogeneous student populations now
find themselves challenged by the array of stu-
dent problems because students on every cam-
pus today show a wider range of previous life
experiences, cultural backgrounds, socioeco-
nomic levels, interests, needs, developmental
issues, and family structures. For example, a
31-year-old immigrant from Cambodia with a
full-time job, an extended family to help sup-
port, and English as a second language is a
more likely member of the first-year class
today than in the past. In addition, a greater
proportion of students are likely to have expe-
rienced mental health problems prior to col-
lege and to have sought professional help for
those problems, including the use of medica-
tions (Altschuler, 2000). A recent study by the
World Health Organization (2000) that exam-
ined 30,000 people from seven countries con-
cluded that mental disorders are, in fact,
becoming more widespread across every age
level. The Cooperative Institutional Research
Program survey (Sax, Astin, Korn, & Mahoney,
2000) found that among first-year students a
sense of being “frequently” overwhelmed has
grown steadily over the past 15 years (from
16% in 1985 to 31% in 1999).

Whether psychopathology among college
students is truly more common has been ex-
tensively debated in the professional litera-
ture (Erickson Cornish, Riva, Henderson,
Kominars, & McIntosh, 2000; Gilbert, 1992;
O’Malley, Wheeler, Murphey, O’Connell, &
Waldo, 1990; Pledge, Lapan, Heppner, Kiv-
lighan, & Roehlke, 1998; Sharkin, 1997; Stone
& Archer, 1990). R. Gallagher, Gill, and
Sysko’s (2000) survey of counseling center di-
rectors revealed that 222 of 286 (77.6%) be-
lieved that severe psychological problems
have increased in students over the past five
years. On the other hand, Pledge, et al., (1998)
found that levels of student psychopathology
had not increased since the late 1980s in their
study of 2,000 college students between 1989
and 1995. These authors do suggest, however,
that the mental health issues college students
present to college counselors have become
more consistently severe since the late 1980s.
Sharkin (1997) argued that increased pathol-
ogy in college students is not supported by
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empirical data but is actually a reflection of
the perception of college mental health clini-
cians. Cornish et al. (2000) concluded that it
was not the overall level of distress of stu-
dents that had increased, but a small increase
in the amount of extremely distressed stu-
dents accounted for the perceptions of a wide-
spread increase in psychopathology among
staff. Intuitively, this argument makes a lot of
sense given the greater overall diversity of
college students today, their varied back-
grounds, and their potential for previous
emotional health issues. A common challenge
for college counselors today, then, is the suc-
cessful management of what is perceived to
be, and may in fact be, a more demanding
clinical caseload than in the past (Davis &
Humphrey, 2000; Stone & Archer, 1990).

Whatever the true figure for its frequency,
effective treatment for students who present
more serious psychopathology is possible only
if counseling center staff are adequately
trained to conduct thorough assessment, treat-
ment planning, and direct intervention. Other-
wise, referral into the community, or even
refusal to treat, may be more in keeping with
the best interests of the client. Moreover, the
need for psychiatric consultation remains high
for both assessment of psychopathology and
medication evaluation/monitoring.

COMPETENCIES AND CHALLENGES
FACING COLLEGE COUNSELORS

A related challenge is created by the breadth
of service expected of college counseling cen-
ter staff. The demands of clinical work are
strong, yet it would not be prudent for staff to
sit behind closed doors and wait for students
to appear. In fact, a wide array of competen-
cies are required of counseling center staff.
Spooner, in Davis and Humphrey (2000), sug-
gests that college counselors need to be pro-
fessionally trained, multiculturally and
technologically competent, creative at prob-
lem solving, and capable of maintaining their
own physical, emotional, and spiritual equi-
librium. Because of the increased diversity of
the student body, Archer and Cooper (1998)

identify a number of specific populations
with whom college counselors need to exhibit
competency:

Multicultural/international students.

Students with learning disabilities and at-
tention deficits.

Older and nontraditional students, espe-
cially women returning to education.

Gay, lesbian, bisexual, and transgendered
students.

College counselors also need the ability to
be effective consultants to faculty, staff, par-
ents, and the community, to provide meaning-
ful and effective outreach to the campus
community, and to provide helpful career
counseling for students making the school-to-
work transition. The suggestion that college
counseling centers “move beyond the therapy
office” is an often echoed theme (Davis &
Humphrey, 2000; Stone & Archer, 1990; P. Gal-
lagher & Demos, 1983) because it is so crucial
to success in the competencies listed above.
When students see staff doing outreach, con-
sultation, crisis intervention, training, and
the like, they tend to feel more comfortable
about using the counseling center. This may
be especially true for students from diverse
cultural backgrounds, for whom trust may be
more easily established after a significant ex-
posure on a more informal basis. In other
words, the major benefit from outreach is that
it provides multiple ports of entry to the
counseling center.

SPECIAL ETHICAL CHALLENGES IN
COLLEGE COUNSELING

The diverse roles of the college counselor and
the closed nature of the community this pro-
fession services present several important
ethical challenges. Dual relationships are a
distinct hazard, especially for counselors play-
ing more than one role on campus (e.g., also
teaching, advising a student organization, liv-
ing on campus). Counselors must be cognizant
of their role in each setting and set appropriate
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boundaries around their immediate interac-
tions with students. Maintaining confidential-
ity can be challenging when parents, deans,
professors, or concerned peers are looking for
information regarding a student they care
about. If confidentiality is not adequately ex-
plained to other campus professionals, coun-
selors can appear to be uncooperative and
difficult. “Duty to warn” can provide a poten-
tial safeguard for a third party when a client
reveals that he or she is immanently going to
hurt the third party physically. Amada (1994)
speaks to the unique issues that arise when
college administrators refer disruptive stu-
dents to the campus counseling center. At-
tempts to enact mandatory counseling by
deans, judicial affairs officers, alcohol educa-
tion personnel, and residence life staff, for ex-
ample, are probably best met with offers to
provide “information sessions” to these stu-
dents if they would like to find out what the
counseling center has to offer them. The guid-
ing principle is to protect the privacy and dig-
nity of the students as the highest priority but
also to recognize the rights and responsibili-
ties of faculty and administrators to the cam-
pus community.

INNOVATIONS AND EMERGING ISSUES

Brief therapy is a mode that has shown some
efficacy in helping college counselors deal
with the demand for services (Archer &
Cooper, 1998). Even clients with more serious
presenting problems appear to benefit from
this approach, at least as a way to become pre-
pared for more extensive therapy. And brief
intermittent therapy is a natural approach for
college students, as they are in a position to
work on various issues in short order as they
progress through their college years. In fact,
the National Survey of Counseling Center Di-
rectors (P. Gallagher, Gill, Goldstrohm &
Sysko, 1999) indicated that the average num-
ber of sessions per client was five, whether or
not session limits were in place. As a fairly
standard finding across college counseling
centers nationwide, this statistic illustrates
the developmental readiness that enables

most college students to resolve rather
quickly the problems that brought them into
counseling. Of course, some college students
are seen for longer-term counseling, and al-
though that group generally uses up a rela-
tively large portion of staff resources, they
also represent a relatively small portion of
each center’s clinical population.

Crisis intervention plays a central role in
the services rendered by college counseling
centers. When students are in the midst of
emotional crises (e.g., psychotic breaks, sui-
cidal gestures or attempts, major grief reac-
tions, sexual assaults, substance abuse crises),
the campus community looks to professional
staff from the counseling center to intervene.
Therefore, it is imperative that an effective cri-
sis response system be in place. This is often
accomplished through a pager system enabling
at least one member of the counseling center
staff to be accessible at all times. Following a
major catastrophe on campus (e.g., death of
a student, multiple deaths in an accident, resi-
dence hall fire), it is helpful to have a crisis-
catastrophic emergency and postvention plan.
Counseling center staff should be prepared to
play a central role in the response to such
events. Of the 311 counseling center directors
surveyed by P. Gallagher et al. (1999), 214
(70.4%) had a procedure in place for dealing
with such incidents. A common model of re-
sponse to traumatic incidents that can be
adapted for use on a college campus is the Crit-
ical Incident Stress Management model
(Mitchell & Everly, 1993).

College counseling centers have long been
committed to viewing student issues in the
context of the life transitions students are ex-
periencing. This developmental perspective
assumes that students approach their prob-
lems in a manner that is consistent with their
level of development. Our job as college coun-
selors, then, is to help students mature as
they progress through the transitional issues
they are facing. This is a health-oriented per-
spective rather than a psychopathological
one. For example, first-year college students
are generally dealing with issues related to
leaving home and establishing a life indepen-
dent of their families. Sophomores, having
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left the novelty of first year behind, can feel
lost, not knowing what direction to choose ac-
ademically and/or relationally as they work
to define themselves intrapersonally. Juniors
often begin to feel the press of their adult
lives after college starting to make an impact
and deal with issues of commitment to poten-
tial career paths as well as relationships. Se-
niors, for whom graduation is in sight, often
deal with issues related to leaving their col-
lege lives behind, moving into their career,
and facing financial independence.

Counseling centers have long been encour-
aged to engage in research for accountability
purposes (Stone & Archer, 1990). Bishop (1991)
suggested that “successful efforts at strategic
planning will . . . require the systematic collec-
tion of data about what a counseling center
staff actually does and how well it performs its
functions” (p. 408). He goes on to suggest that
maintaining a database for self-study can help
clarify problem areas so they can then be recti-
fied. At a more basic level, data are necessary
so that counseling centers can describe their
activities to the decision makers at their insti-
tutions as well as understand student culture
and the related demand on counseling services
(Bishop, 1995).

In their follow-up to Stone and Archer’s
article on the challenges that college and uni-
versity counseling centers faced in the 1990s,
Guinee and Ness (2000) indicated that coun-
seling centers are paying increased attention
to accountability issues. They also report that
centers can no longer compete for tight re-
sources simply through data on students
served or evidence of high levels of client sat-
isfaction. These authors suggest that centers
must assess the efficacy of their practices,
study the demographics of their clients, and
chart the actual severity of problem presenta-
tions in counseling center clients. However,
Guinee and Ness also point out that little
progress has actually been made in conduct-
ing systematic research in these areas over
the past 15 years. More centers are beginning
to use outcome questionnaires such as the
Outcome Questionnaire-45.2 (OQ-45.2) (Lam-
bert et al., 1996) or the Psychotherapy Out-
come Assessment and Monitoring System

(POAMS) (Kopta & Lowry, 2000). As this
practice continues, along with the need to
conduct needs assessments of students, per-
haps increased attention to accountability is-
sues will translate into informative research
in this area.

Counseling centers will also need to assess
the effectiveness of the many innovations that
seem to be developing into standard practice.
For example, national mental health screening
days are more common on college campuses
every year, and the breadth of screenings is in-
creasing. Many campuses now offer depres-
sion, anxiety, alcohol, and eating disorders
screening days on a yearly basis. Currently, lit-
tle independent research on the impact of
these events has been conducted.

Partnerships between college counseling
centers and community agencies account for
another innovation. To provide adequate ser-
vices to students presenting with substance
abuse, eating disorders, or sexual assault is-
sues, ancillary services in the community are
often warranted. Such services may include:

• A substance abuse center with detoxifica-
tion capabilities for substance abusing
students.

• Nutritional counseling, medical monitor-
ing, and a support group for eating disor-
dered students.

• Medical and legal resources for student
survivors of sexual assault through con-
tacts with the local hospital, the rape crisis
center, or the sexual assault unit of the
local police department.

Still another innovation is related to
increased accessibility of mental health
providers on campus. Recognizing that stu-
dents do not function on an ordinary, business
hours schedule, counseling centers are having
success meeting student needs by expanding
hours of operation. Accessibility is further ex-
tended with a 24-hour, seven days/week emer-
gency coverage system with a pager service
and counseling center Web site with links that
can provide psychoeducation to an unlimited
number of students anytime anyone is inter-
ested. Examples of Web sites that include 
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relevant information about college student
mental health issues are:

• Dr. Bob’s Mental Health Links at the Uni-
versity of Chicago (www.uhs.bsd.uchicago
.edu/∼bhsiung/mental.html).

• Counseling Center Village at the University
of Buffalo, with links to university and col-
lege counseling center Web sites world-
wide, self-help Web pages, and a virtual
pamphlet collection (www.ub-counseling
.buffalo.edu/ccv.html).

• Self-help brochures at the University of
Illinois at Urbana-Champaign (www.couns
.uiuc.edu/brochure.htm).

Clearly, computer technology accounts for
a large proportion of the recent innovations in
college counseling. Computer list-serves,
such as the directors’ list-serve of the Associ-
ation of University and College Counseling
Center Directors (AUCCCD), are an example
of computer-based innovations. Davis and
Humphrey (2000) point out various forms of
high-technology communications that have
the potential to extend counseling service de-
livery itself if counselors adopt them (e.g.,
chat rooms, bulletin boards, Web sites, e-mail,
Web counseling, and simultaneous audio and
video transmission).

RESOURCES FOR COLLEGE COUNSELORS

How can college counselors keep up with de-
velopments in the field of college mental
health? As is true with all professions, the pro-
fessional associations and related journals are
excellent sources of information. Organiza-
tions worth joining include the American Psy-
chological Association (APA), the American
Counseling Association (ACA), and the Amer-
ican College Health Association (ACHA). Of
specific interest in APA is Division 17, which
is devoted to the field of Counseling Psychol-
ogy, clearly the most directly related profes-
sional training program for doctoral-level
college counselors. The Counseling Psychologist
is published by Division 17 of APA. Affiliated
with ACA is the American College Counseling

Association (ACCA). The Journal of College
Counseling is published by ACCA. The Journal of
American College Health is published by the
ACHA. Other journals related to the work of
college counselors include Journal of College Stu-
dent Development, Journal of College Student Psy-
chotherapy, and Journal of College Mental Health.

SUMMARY

These are challenging times for college and
university counseling centers. The current
trend demands that competent and profes-
sional services be rendered on a wide range of
mental health issues, for a more clinically de-
manding population, in ways that effectively
reach a diverse group of students with in-
creased accountability and fewer resources.
Fortunately, standards, guidelines, and a
wide variety of tools exist to help us with this
task. Many of these resources have been ad-
dressed in this chapter. Standards such as
those published by CAS and IACS help us to
define our roles and functions clinically and
administratively. Competency requirements,
professional ethics, and common practices
guide us toward the appropriate application
of our trade. Tools made available through ad-
ministrative innovation, accountability mea-
sures, professional affiliations, and improved
communication and computer technology
help us to serve our campus communities
more effectively and efficiently. With suffi-
cient awareness of these resources, and by
working cooperatively, we can meet the chal-
lenges of today and realize our goals for
tomorrow.
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Divorce rates in the United States reached
historically high levels in the 1980s, making
divorce a normative experience in American
society (National Center for Health Statistics,
1995). Although the divorce rate showed a
downward trend in the 1990s, at least 50% of
recent marriages are expected to end in di-
vorce (Cherlin, 1992), and about 60% of cur-
rent divorces involve children (National
Center for Health Statistics, 1995). The transi-
tion to divorce is often a significant stressor
for both adults and children. Members of di-
vorced families are two to three times as
likely to receive psychological treatment com-
pared to members of married families
(Howard et al., 1996). Family members seek
help both for dealing with psychological dis-
orders, which are more common among chil-
dren and parents in divorced families, but
also for help in dealing with subclinical prob-
lems, such as painful feelings, unhappy mem-
ories, and ongoing distress associated with
the family disruption (Emery, 1999).

Research shows that adults and children
show a range of outcomes associated with the
divorce transition. Among adults, anxiety, de-
pression, alcohol abuse, loneliness, impulsiv-
ity, and emotional lability may emerge or
increase in the aftermath of divorce (Bloom,
Asher, & White, 1978; Hetherington, 1993).
Separated and divorced adults, especially
men, are also at increased risk for compro-
mised immune system functioning and physi-
cal illness (Burman & Margolin, 1992; Dura &
Kiecolt-Glaser, 1991). Compared to children

from nondivorced families, children from di-
vorced families are at higher risk for academic
problems, externalizing and internalizing
disorders, low social competence, low self-
esteem, and problems in close relationships
(Amato & Keith, 1991b). However, it should be
noted that although the divorce transition is
associated with significant distress for many,
the normative outcome is resilience, with
most children and adults eventually showing
good psychological adjustment to the stressor
of divorce (Emery, 1999).

It is probably most helpful to think of di-
vorce as a process of life transitions rather
than as a single event. Longitudinal research
shows that much of the distress observed
after divorce actually begins prior to divorce
and can be attributed to the strains of un-
happy marital and family relationships (Cher-
lin et al., 1991). The first two years following
divorce are associated with significant dis-
tress and disruption in family life. By two
years after divorce, however, most adults and
children are adapting reasonably well (Het-
herington, 1989). For both men and women,
psychological well-being increases after the
formation of a new mutually caring, intimate
relationship, such as a successful remarriage
(Hetherington, 1993). However, remarriage
can present its own set of stressors when
children are involved. The fact that divorce
rates are even higher in remarriages than in
first marriages means that many adults and
children actually undergo multiple divorce-
related transitions (Cherlin, 1992).

5 DIVORCE
COUNSELING

Katherine M. Kitzmann and Noni K.Gaylord
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COUNSELING ADULTS DURING THE
DIVORCE TRANSITION

Men and women going through divorce seek
therapy at much higher rates than do married
adults (Howard et al., 1996). These adults
show a wide range of responses to divorce, in-
cluding painful emotions of anger and sad-
ness, feelings of guilt and remorse, and relief
and excitement about the termination of a dif-
ficult marriage. Counseling can provide a safe
place to express these feelings and to experi-
ence grief related to the multiple losses asso-
ciated with the dissolution of a marriage.
These include loss of a partner, loss of the
dream of being happily married, and loss of
roles, including one’s role as spouse and as a
member of the spouse’s extended family. For
many adults, divorce also involves significant
changes in parent-child relationships and di-
minished contact with children, an especially
important stressor for the noncustodial par-
ent (Kitson, 1992). In some cases, parents who
have difficulty accepting the reality of di-
vorce will engage in drawn-out litigation as a
way to maintain connection with the spouse
(Emery, 1994). Counseling can assist these in-
dividuals to find more effective ways to deal
with issues of loss and acceptance.

Counselors can provide an important ele-
ment of social support during the divorce
transition and can help the divorced adult
problem-solve about ways to make use of other
forms of support. Divorced adults commonly
report social isolation and loneliness; in one
study, 30% of divorced adults still experienced
severe loneliness even 16 months after the di-
vorce (Spanier & Thompson, 1983). Counsel-
ing can also address the multiple life changes
that accompany divorce, which might include
moving, establishing an independent house-
hold, and finding employment. These stres-
sors are especially relevant for women, as the
economic impact of divorce is significantly
more negative for women than for men
(McLanahan & Booth, 1989). Even small
changes in coping strategies can be helpful in
the face of these many stressors. One helpful
resource for clients is Weiner-Davis’s (1992)
book Divorce Busting, which describes brief,

solution-focused techniques for adults dealing
with divorce-related distress.

Many divorcing adults seek help through
support groups and group-based intervention
programs. These programs typically involve 6
to 24 hours of group meetings and address
topics such as finding a new support system,
feelings of isolation and diminished self-
esteem, running a household alone, financial
planning, and dating (Lee, Picard, & Blain,
1994). These programs appear to be helpful in
decreasing symptoms of depression and over-
all distress, with average improvement levels
comparable to typical psychotherapy out-
comes (Lee et al., 1994). Programs that have
proven effective in improving participants’
psychological adjustment and parenting skills
include the Colorado Separation and Divorce
Project (Hodges & Bloom, 1986), the Divorce
Adjustment Project (Stolberg & Cullen, 1983),
the Children of Divorce Parenting Interven-
tion (Wolchik et al., 1993), and the Parenting
through Change program (Forgatch & De-
Garmo, 1999).

Many divorcing adults participate in short-
term workshops designed to improve family
functioning during the divorce transition. Al-
though parents report high consumer satis-
faction with these programs, research using
control groups suggests little objective benefit
either in terms of parenting or child function-
ing (Emery, Kitzmann, & Waldron, 1999). The
strong interest in short-term programs, both
on the part of community members and the
court system, provides an opportunity for re-
searchers to evaluate what works and what
does not (Emery et al., 1999).

COUNSELING CHILDREN AFFECTED
BY DIVORCE

The transition to divorce is one that affects all
members of the family, and many children are
referred for counseling during this difficult
period. Children often have to cope simulta-
neously with painful emotions about their
parents’ divorce and with other transitions
such as moving, changing schools, and mak-
ing new friends. The child’s ability to cope
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with these stressors can be compromised by
parents’ expression of hostility toward one
another, ongoing interparental conflict sur-
rounding visitation or joint custody, or de-
creased or unpredictable contact with the
noncustodial parent. Many children show
problems during this transition, the most
common being aggression and conduct prob-
lems (Amato & Keith, 1991b). Boys and girls
appear to be equally affected, but may be dif-
ferentially impacted by a parent’s subsequent
remarriage. For example, research in mother-
custody families has shown that boys’ prob-
lems tend to decrease with the addition of a
stepfather, whereas this transition can entail
new stressors for girls, who may have become
closer to their mothers after the divorce (Het-
herington, Bridges, & Insabella, 1998).

Developmental factors are critical in the
discussion of counseling for children of di-
vorce. Most children are younger than 6 when
their parents divorce (Emery, 1999), and a
great deal of the clinical literature focuses on
the needs of these very young children. Among
preschoolers from divorced homes, conduct
problems are most prevalent (Amato & Keith,
1991b), and preschoolers also show significant
confusion about being to blame for the divorce
and about whether divorce means that a parent
no longer loves them (Knoff & Bishop, 1997).
In general, however, children in elementary
and high school show more problems after di-
vorce than do preschoolers or college students
(Amato & Keith, 1991b). School-age children
are more likely than younger children to try to
mediate their parents’ conflict, and although
they may be better able to understand that di-
vorce is not their fault, they may still feel re-
sponsible for fixing the problem (Knoff &
Bishop, 1997). For adolescents, parental di-
vorce may highlight struggles with the transi-
tion to young adulthood (Hodges, 1991). As
adults, children of divorce are at higher risk
for depression and life dissatisfaction (Amato
& Keith, 1991a) and are much more likely than
other adults to divorce themselves (Amato,
1996).

Individual counseling can provide a safe
environment for the child to grieve the multi-
ple losses inherent to divorce, express both

love for and anger toward both parents, dis-
cuss misconceptions about the cause of divorce
and who is to blame, and then begin to learn
skills to overcome divorce-related fears and to
cope with the divorce transition. Play therapy
is commonly used with younger children,
whereas older children and adolescents are
more able to talk openly about their experi-
ences related to their parents’ divorce. Waller-
stein (1989) has noted that regardless of the
child’s age, adaptation to divorce involves sev-
eral psychological tasks. First, children must
acknowledge the reality of the marital rupture
and disengage from parental conflict and dis-
tress. With time, children resume a routine
and customary activities and experience some
resolution of their feelings of loss, self-blame,
and anger. Finally, children must accept the
permanence of the divorce and achieve realis-
tic hopes about relationships.

Counselors can play an important role in
encouraging parents to talk honestly with
their children about the divorce at a level ap-
propriate for the child’s age. Parents can as-
sure their children that they are not to blame
and are not responsible for helping the par-
ents to get along. At the same time, parents
should be encouraged not to discuss with
their children topics that are more appropri-
ately discussed with other adults, such as
feelings of hostility toward the ex-spouse,
conflict over visitation or joint custody
arrangements, and insecurities about fi-
nances. Parents can be helped to make the
child’s life as stable and consistent as possi-
ble, both within the custodial household and
between households in cases of frequent visi-
tation or joint custody. Books that may be
helpful to parents include Mom’s House, Dad’s
House: A Complete Guide for Parents Who Are
Separated, Divorced, or Remarried (Ricci, 1997),
How It Feels When Parents Divorce (Krementz,
1999), Don’t Divorce Us! Kids’ Advice to Divorc-
ing Parents (Sommers-Flanagan, Elander, &
Sommers-Flanagan, 1999), and Dinosaurs Di-
vorce: A Guide for Changing Families (Brown &
Krasny, 1999).

In addition to individual counseling,
school-based group therapy programs are a
common intervention for children of divorce.
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Groups typically meet for 6 to 16 weeks and
are designed to lessen children’s isolation and
loneliness, foster support and trust, and clar-
ify misconceptions about divorce. As a whole,
these groups show considerably lower effec-
tiveness than psychotherapy in general (Lee
et al., 1994). Two exceptions are the Children
of Divorce Intervention Project, a 12-week in-
tervention for children from kindergarten
through sixth grade (Pedro-Carroll & Cowen,
1985), and the Divorce Adjustment Project, a
12- to 14-week program for children age 7 to
13 (Stolberg & Mahler, 1994).

COUNSELING COUPLES AND FAMILIES
AFFECTED BY DIVORCE

Although most divorce-related counseling
targets individual adjustment, interventions
with two or more family members can also be
helpful during the transition to divorce. Child
custody mediation is an increasingly common
alternative to litigation that many hope can
act as a preventive intervention by improving
coparenting and minimizing children’s expo-
sure to poorly resolved conflict (Emery &
Wyer, 1987). Mediation is associated with
faster resolution and fewer court hearings
(Emery, 1994), higher participant satisfaction
(Emery, Matthews, & Kitzmann, 1994), and
increased compliance with child support
agreements as well as greater involvement by
noncustodial fathers in their children’s lives
(Dillon & Emery, 1996). However, mediation
has not been shown to be associated with any
mental health benefits, either for parents or
children (Emery et al., 1994; Kitzmann &
Emery, 1994).

Family therapy is another resource that
may be helpful during divorce-related transi-
tions. Although parents may be divorced and
living apart, they may still meet regularly with
their children in family therapy, especially in
cases of joint physical custody or frequent visi-
tation (Isaacs, Montalvo, & Abelsohn, 1986).
Family therapy can help parents learn to shel-
ter their children from poorly resolved inter-
parental conflict and to provide consistent
expectations and rewards in the two house-

holds, and can help maintain and strengthen
children’s relationships with both parents.
Family therapy may also be helpful during the
transition to remarriage and stepparenting, a
period in which family roles and rules can be
in f lux (Crosbie-Burnett & Ahrons, 1985;
Visher & Visher, 1988).

SUMMARY

Members of divorced families are two to
three times as likely as members of married
families to receive psychological treatment
(Howard et al., 1996). Common interventions
during the transition to divorce include indi-
vidual therapy for adults and for children,
support groups for adults, school-based inter-
vention programs for children, mediation for
couples, and family therapy.

Several points should be highlighted. First,
little research has been conducted on the ef-
fectiveness of individual counseling for adults
or children affected by divorce, or of family
therapy for divorced and remarried families.
Whereas group-based interventions for di-
vorced adults have been found to be about as
effective as individual therapy for improving
psychological adjustment (Lee et al., 1994),
most “weekend workshop” programs have not
proven effective. With some high-quality
exceptions, most school-based programs for
children also show limited effectiveness. Me-
diation, although beneficial in several re-
spects, is not associated with significant
improvement in family members’ mental
health and is not a substitute for traditional
forms of intervention.

Second, it is most helpful to think of di-
vorce not as a single event, but as a process of
transitions. Longitudinal research suggests
that many of the problems thought to be
caused by divorce are actually present well
before the divorce occurs. After divorce, the
first two years are the most stressful, but most
adults and children show great improvement
by two years. Several years after the divorce,
however, many divorced adults remarry, a
transition that can bring both benefits and
additional stressors. Because the divorce rate
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is even higher in second marriages than in
first marriages, many adults and children are
actually going through multiple transitions
over the course of several years.

Finally, although the risk for psychological
problems and involvement in therapy are both
significantly higher in divorced families,
most adults and children affected by divorce
can be described as resilient, as most do not
show mental health problems and most do
not seek therapy (Emery et al., 1999). This is
not to say that divorce has no impact, as many
people affected by divorce report significant
painful emotions, even years afterwards
(Laumann-Billings & Emery, 2000). However,
it would be a mistake to conclude that divorce
by itself is the sole cause of the adjustment
problems seen in adults and children from
divorced families, as members of nondivorced
high-conflict families have psychological
problems comparable to those seen in families
of divorce (Amato,1999). It is most helpful to
view clients’ problems as a response to multi-
ple stressors, including marital conflict and
problematic family relationships.
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Those in the counseling profession often have
as their guiding light, and rightly so, the idea
that counseling and therapy should instill
hope. In light of this view, there may be a hes-
itancy to venture into the perceived hope-
defeating realm of death and bereavement.
The question arises, Why study such topics?
The answer is simple: Death is a natural part
of life and bereavement is an inescapable con-
comitant part of that life and of our natural
inclination to relate to and bond with others.

A death loss is a disruption in the attach-
ment bond a person has with a significant
other in his or her environment. As such, the
system must reorganize to a different level.
The self is a system whose task is to regulate
behavior designed to maintain contact with a
significant other. The goal of the system is to
maintain comfort and security through con-
nectedness. This reorganization process gen-
erally follows four phases (Bowlby, 1980):

Phase I: Phase of numbing. This phase is
characterized by an initial disbelief that
the death has actually occurred and usu-
ally lasts from a few hours to a week and
may be interrupted by outbursts of ex-
treme emotion.

Phase II: Phase of yearning and searching.
Survivors may be restless, preoccupied
with thoughts of the deceased, and prone to
initially interpret events (phone ringing,
door opening) as coming from the deceased
person.

Phase III: Phase of disorganization and 
despair. It will become apparent that 

attachment behaviors that were effective in
maintaining the attachment bond while the
deceased was alive are no longer working.
The person begins to wonder if any part of
prior life is salvageable. This can create de-
spair. The self without the deceased person
must be reevaluated and redefined, requir-
ing full acceptance of the loss.

Phase IV: Phase of greater or lesser degree
of reorganization. Now that the bereaved
individual has come to a realization that
life must go on, various changes may begin
to take place. Thoughts of the deceased
begin to take a different place in the be-
reaved’s life. Social relationships and re-
sponsibilities may also be changing to
accommodate a world without the person
who was lost. (p. 85)

THE GRIEF EXPERIENCE

In addition to Bowlby’s phases, Westberg
(1962) lists ten fairly common stages for peo-
ple in grief. These are described below. It
should be understood, however, that grief is
f luid and most people do not begin with stage
1 and proceed in an orderly fashion to stage
10. There is a great deal of movement among
and within the stages, and often, bereaved in-
dividuals will comment that after a week or
two of “progress,” they have reverted back to
the beginning. It is important to remember
that grief contains the emotional illusion of
regression when, in fact, movement is always
forward. At worst, one is merely standing

6 DEATH AND
BEREAVEMENT

Stephen J. Freeman
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still. As long as the grieving process is not di-
luted or interrupted, there is progress:

1. Shock. The shock of death is to be ex-
pected even after a long illness and
months of anticipatory grief. People often
describe the first few weeks of grief as
having been on autopilot. There is little
actual memory of specific details, merely
the knowledge that one did what had to
be done. Shock usually wears off after
five or six weeks, but may last much
longer, depending on the person’s skill at
self-protection from painful feelings and
the significance of the relationship.

2. Emotional Release. It is not uncommon to
see intense emotional release at the time of
the death, and then have it seem to dry up
for a number of weeks. When the shock fi-
nally dissipates, the bereaved will often
feel strong emotions such as anger, fear, re-
morse, and extreme loneliness. Lives are
reviewed during this period, and people
are amazed to discover the degree of de-
pendence they felt for the person who
died. This can lead to loss of self-esteem
and feelings of inadequacy.

3. Depression. Depression takes the emo-
tions mentioned above and intensifies
them, adding feelings of helplessness and
hopelessness. The bereaved will complain
of not feeling their loved one close to
them anymore, of wanting to be with him
or her. There are fears of suicide from
friends and family, but the bereaved will
usually express it as “I won’t do anything
to myself, but if death comes for me
tonight, I won’t fight it.”

4. Physical Symptoms of Distress. This is a
very common phenomenon, especially in
children. If the deceased died of a heart
attack, the survivor(s) may experience
tightness in the chest, pain radiating to
the jaw and down the left arm, and other
symptoms associated with a heart attack.

5. Anxiety. The bereaved experience vivid
dreams, waking and sleeping, in which
they see or hear their loved one. There is
also spiritual anxiety, expressed as “Where
is my loved one now? Is he or she happy?

How can he or she be at peace knowing I am
suffering so much?” There is also the fear
that the anger being felt toward God will
bring about punishment in the form of ad-
ditional losses. Many experience deep anxi-
ety over the possibilities of forgetting their
loved one and will express concern that
they can no longer recall how the person
smiled or how his or her voice sounded.

6. Hostility. Anger usually surfaces in the
sixth or eighth week after death. This rage
is sometimes random, sometimes specific.
God, medical professionals, clergy, and the
deceased are frequent targets. Usually, the
individual is confused by the intensity of
the anger, seeing it as inappropriate but
feeling unable to defuse it.

7. Guilt. Guilt is sometimes real, often
imaginary or exaggerated, but should al-
ways be taken with great seriousness.
Death amplifies whatever problems ex-
isted in the relationship, and even minor
life issues that had been virtually ignored
are now insurmountable obstacles for the
survivor. The “shoulds” seem to rule the
world of the bereaved: “I should have
done this. I should not have done that.”
Rational explanations may soothe for a
time, but usually the guilt will return
until resolution is achieved. No one can
punish us better that we can punish our-
selves, and the instrument is guilt.

8. Fear. Fear wears many faces with the be-
reaved. There may be a fear of sleeping in
the same bed or room. There may be a fear
of leaving the house or of staying in it. Peo-
ple are afraid of the aloneness that comes
after a death, and they are also afraid of
beginning new relationships, however pla-
tonic these may be. There is a fear of never
knowing joy again or not being able to
laugh without guilt. The act of living be-
comes fearful for the person who feels so
lost without his or her loved one, and each
day is a burden to be endured.

9. Healing through Memories. The bereaved
move back and forth between good memo-
ries and bad. At times, it seems that there
is a need for self-punishment, and so all
the negative aspects of the relationship are
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resurrected and relived. The happier mo-
ments often seem too painful, and it may
take many months before these can be
faced, but there is healing in remember-
ing. As the memories become less painful,
there is an ability to begin to face the
world once again.

10. Acceptance. There is a difference between
accepting the reality of death (thereby let-
ting go) and forgetting the person who has
died. As with the healing of any serious
wound, there will always be a scar to re-
mind one of the injury. With time will
come a lessening of the pain, until finally
the injury can be touched, remembered,
and accepted as a new part of the life being
lived. This acceptance may take two years
or more to achieve, depending on the
depth of emotional investment one made
in the relationship with the deceased.

Within these phases and stages, there is a
continuum of behaviors ranging from normal
and healthy to dysfunctional for the person
who is grieving. Westberg’s (1962) theory
suggests that the patterns of loss following a
death are similar (but not identical in dura-
tion or intensity) regardless of age, gender, or
relationship to the deceased.

THE NORMAL EXPERIENCE OF GRIEF:
FACILITATING GRIEF COUNSELING

A helpful concept for both the mourner and
the caregiver is the tasks of mourning. The
mourner’s awareness of these needs or tasks
of grief work can give a participative, action-
oriented outlook to the experience of grief as
opposed to a perception of grief being a phe-
nomenon experienced in a passive manner.
This also provides a framework for outlining
a significant portion of the helper’s role.

Tasks of Mourning

The first task of mourning is to experience and
express outside of oneself the reality of the
death (Lindemann, 1944; Parks & Weiss, 1983;
Worden, 1991). This involves confronting the

reality that the person has died and will not be
coming back. Questions to ask yourself as a
counselor working with the bereaved:

Where is the person in terms of con-
fronting the reality that his or her loved
one has died?

Do I need to respect the person’s need to
avoid the full reality of the loss for a pe-
riod of time while attempting to help him
or her cautiously confront this new reality?

Is the person using unhealthy defense
mechanisms such as overuse of alcohol,
overeating, the traveling cure, or similar
behaviors?

The second task of mourning is to tolerate
the emotional suffering that is inherent in the
grief while nurturing oneself both physically
and emotionally (Parks & Weiss, 1983;
Shuchter & Zisook, 1990; Worden, 1991). The
thoughts and feelings (pain of grief) resulting
from this encounter with death must be ab-
sorbed. If avoided or denied, the movement
toward resolution is inhibited. Questions to
ask yourself as a counselor working with the
bereaved:

Has the person allowed himself or herself
to experience the pain of grief? If so, with
whom has he or she shared their grief?

Was the person provided with a sense of
feeling understood in the expression of his
or her grief?

The third requisite of mourning is to con-
vert the relationship with the deceased from
one of presence to one of memory (Lindemann,
1944; Parks & Weiss, 1983; Rando, 1987, 1993;
Ruskay, 1996; Sable, 1991; Worden, 1991). The
mourner works to modify and detach the emo-
tional ties to the person who has died in prepa-
ration to live in an altered relationship with
the dead person. The mourner should not be
expected to relinquish all ties to the person
who died. However, an alteration of the rela-
tionship must be accomplished. Accomplishing
an evolution of this type often provides a
sense of meaning to the bereaved. Questions
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to ask yourself as a counselor working with
the bereaved:

Where is the person in the process of con-
verting the relationship from one of pres-
ence to one of memory?

Is the bereaved resisting any change in
viewing the relationship as one of pres-
ence? If so, what contributing factors may
be influencing this (e.g., nature of the rela-
tionship with the deceased, personality of
the deceased or of the bereaved)?

Does the bereaved think he or she must give
up all forms of bonding with the deceased?

What can I do as a counselor to help facili-
tate a new type of relationship rooted in
memory (e.g., stimulation of memories,
new rituals, expression of dreams)?

The fourth task of mourning is to develop a
new sense of self-identity based on a life
without the deceased (Lindemann, 1944;
Parks & Weiss, 1983; Ruskay, 1996; Worden,
1991). Role confusion involves the struggle be-
tween the we and the I and fears associated
with one’s new autonomy. Research suggests
that women have more difficulty in this
struggle than men; however, women are much
more likely than men to seek support and
guidance as they struggle with the develop-
ment of this new identity.

Questions to ask yourself as a counselor
working with the bereaved:

Where is the bereaved in the process of
forming a new self-identity?

Is time a factor influencing where this per-
son is currently?

What are the role changes that this person
is experiencing?

Are role models of persons who have gone
through similar experiences available to
the bereaved?

To complete the grief work, one must relate
the experience of loss to a context of meaning.
The bereaved will typically question their
philosophy of life, their values in seeking an

answer to the question “Why?” As Nietzsche
(1968) said, “It was not the suffering that was
his problem but that the question was want-
ing to the outcry, Why the suffering?”

Questions to ask yourself as a counselor
working with the bereaved:

Where is the person in the process of relat-
ing the experience of loss to a context of
meaning?

What were the person’s religious and philo-
sophical beliefs about life before the loss?

How has the loss altered these beliefs?

What is standing between the bereaved
and their accepting their fate?

TIME INTERVALS AND IMPLICATIONS
FOR COUNSELORS

The time guide for counselors is as f luid as
the stages of grief. People move within the
stages quickly, sometimes going back to the
first hours and then jumping well ahead of
where they actually are, feeling as though
they have finally finished. This is normal and
to be expected. The following is only a de-
scriptive guide (Freeman & Ward, 1998).

First 48 hours. The shock of the death can
be intense, and denial is often strong in the
first hours. The emotional response can be
frightening to the bereaved and friends
and family members.

First week. The necessity of planning the
funeral and making other arrangements
usually takes over, and the bereaved may
function in an automatic manner. This
may be followed by a feeling of letdown
and emotional and physical exhaustion.

2 to 5 weeks. There is a general feeling of
abandonment as family and friends return
to their own lives after the funeral. Employ-
ers often expect the bereaved to have recov-
ered and to be fully functional on the job.
The insulation of shock may still be in ef-
fect, and there may be a sensation of “This
isn’t going to be as bad as I first thought.”
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6 to 12 weeks. It is during this time that the
shock finally wears off and the reality of
the loss sets in. Emotions range widely,
and the person feels out of control and lack
support of family or friends, who may
think, “That was three months ago. Why
are you feeling bad now?” Some of the ex-
periences during this time are:

• Radical changes in sleep patterns.
• Onset of fear, sometimes paranoia.
• Changes in appetite with significant

weight gain or loss.
• Changes in libido.
• Periods of uncontrollable weeping.
• Loss of motivation.
• Fatigue and generalized weakness.
• Physical symptoms of distress.
• Muscle tremors.
• Increased need to talk about the de-

ceased.
• Extreme mood swings.
• Desire for isolation.
• Inability to concentrate or remember.

3 to 4 months. The cycle of good and bad
days begins. Irritability increases and
there is a lowering of frustration tolerance.
There may be verbal and physical acting
out of anger, feelings of emotional regres-
sion, and an increase in somatic com-
plaints, especially f lu and colds, as the
immune system is depressed.

6 months. Depression sets in as the sixth-
month anniversary approaches. The event
of loss is relived and the emotional up-
heaval seems to be starting all over again.
Anniversaries, birthdays, and holidays are
especially difficult, bringing about re-
newed depression.

12 months. The first anniversary of the
death can be traumatic or the beginning of
resolution, depending on the amount and
quality of grief work done during the year.

18 to 24 months. This is the time for resolu-
tion. The pain of separation becomes bear-
able, and the bereaved is able to proceed
with the living of their own life. There is
an emotional letting go of the deceased, a

recognition that, although the person will
never be forgotten, the pain of the death
will no longer need to be the focal point of
the life of the bereaved. It is during this
phase that the terms bereaved and grieving
are eased from the vocabulary, and the
process of living begins in earnest.

Bowlby (1980) suggests that clinicians
sometimes have unrealistic expectations about
the progress people should be making as they
grieve. He quotes one widow: “Mourning
never ends: only as time goes on it erupts less
frequently” (p. 101). Rando (1983) describes a
V configuration, with bereavement intensity
decreasing in the second year and increasing
in the third year. This suggests that patterns of
grieving fluctuate over time in a nonlinear
fashion (Gray, 1987). Grief and mourning are
uniquely individual processes and no one has
the correct timetable for their completion.

PATHOLOGICAL GRIEVING: ABNORMAL
GRIEF RESPONSE

Pathological or abnormal grief is the intensifi-
cation of grief to the level where the person is
overwhelmed, resorts to maladaptive behavior,
or remains interminably in the state of grief
without progression of the mourning process
toward completion. It involves processes that
do not move progressively toward assimilation
or accommodation but, instead, lead to stereo-
typed repetitions or extensive interruptions of
healing (Horowitz, Wilmer, Marmar, & Krup-
nick, 1980, p. 1157).

Research (de Vries, 1997; Grad & Zavasnik,
1996; Horowitz et al., 1980; Rubin & Schechter,
1997; Worden, 1991) suggests that complicated
bereavement has to do with four primary fac-
tors: relational, circumstantial, historical, and
personality factors.

Relational Factors

Relational factors define the type of relation-
ship the person had with the deceased. The
most frequent type of relationship that hin-
ders people from adequate grieving is one

welf_p01.qxd  6/20/01  11:16 AM  Page 42



6 • DEATH AND BEREAVEMENT 43

involving extreme ambivalence coupled with
unexpressed hostility. Highly narcissistic rela-
tionships, in which the deceased represents an
extension of the bereaved, necessitate con-
fronting a loss of part of oneself, thus making
for complications. Highly dependent relation-
ships are also difficult to grieve. In this type of
relationship, the bereaved loses the source of
strength that has sustained them, and the re-
sult is an overwhelming sense of abandonment
and helplessness. The sense of overwhelming
helplessness and loss of self-concept tend to
overwhelm any other feelings, including feel-
ings related to healthy grief.

Circumstantial Factors

Circumstances surrounding a loss may pre-
clude or make completion of the grieving pro-
cess difficult or impossible. Uncertainty of the
loss, not knowing if a person is truly dead, pre-
cludes adequate grieving (e.g., missing chil-
dren, soldier who is listed MIA, or disaster
victims whose bodies are not recovered).
Where no concrete evidence of death is found,
mourning can be unresolved. Situations where
multiple losses occur (e.g., Oklahoma City
bombing) can make grieving nearly impossible
due to the sheer volume involved. Where there
are multiple losses in close proximity, it be-
comes easier to shut down completely.

Historical Factors

Individual history involving prior experience
of complicated grief results in a higher proba-
bility of having complications again. Addition-
ally, past losses and separations have an affect
on current losses and separations and the ca-
pacity for future attachments. History of men-
tal illness can predispose one to complications
that prevent adequate grief response.

Personality Factors

Grief resolution requires the experiencing of
universal feelings of helplessness in the face
of existential loss; personality factors are re-
lated to how well or poorly a person copes
with emotional distress. Inability to tolerate

extreme emotional distress leads to defensive
withdrawal and can short-circuit the grieving
process.

SUMMARY

When an attachment bond is broken, people
experience a grief response. A loss through
death is a normal and universal phenomenon
that requires everyone who experiences it to
reevaluate and reorganize their attachments
to significant others. Bowlby (1980) posited
that reorganization of attachment progresses
through four phases. Reorganization and
resolution of the grieving process require
time for successful completion of the tasks of
mourning.
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7 STRESS, COPING,
AND WELL-BEING

Applications of Theory to Practice

John L. Romano

Stress, coping, and well-being are three con-
structs that have received much attention in
the psychological literature and mass media
markets. The concepts are applicable to chil-
dren and adolescents, as well as adults. In this
chapter, I present an overview of how each of
these terms has been conceptualized. The
overview is followed by a conceptual frame-
work describing how psychological practi-
tioners may interact with clients to help them
reduce stress, strengthen coping strategies,
and promote overall well-being.

STRESS

Although the layperson may have a general
understanding of the meaning of stress, stress

has been conceptualized and defined differ-
ently by scholars. Physiologist Hans Selye
(1976) defined stress as the “nonspecific re-
sponse of the body to any demand” (p. 1).
Selye’s work followed in the tradition of two
other physiologists, Claude Bernard and Wal-
ter Cannon, who studied the ability of living
organisms to maintain internal physiological
constancy despite changes in their external
environments. Cannon (1932) referred to this
internal balance as homeostasis. The phrase
“flight or fight,” referring to responses to
survive a dangerous situation, requires an
adaptation of the organism to meet the dan-
ger, thus changing the organism’s internal
balance. Although the f light-or-fight re-
sponse helps us to survive life-threatening
situations (e.g., a pedestrian rapidly moving
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away from an approaching vehicle), prolonged
arousal that upsets internal physiological bal-
ance can lead to negative health consequences
(Rice, 1999).

Physiological adaptation to stressful life
events is the theoretical basis for the develop-
ment of the popular Social Readjustment Rat-
ing Scale (SRRS; Holmes & Rahe, 1967). This
scale is made up of 43 life events ranked in
order of degree of personal difficulty, from 1
(“death of a spouse”) to 43 (“minor violations
of the law”). Holmes and Rahe hypothesized
that the onset of physical illness was associ-
ated with the number and severity of life
events. The life events conceptual framework
and variations of life event scales have been
developed for other populations, including
children and adolescents (Coddington, 1972;
Masten, Neemann, & Andenas, 1994) and col-
lege students (Marx, Garrity, & Bowers,
1975). Although the Holmes and Rahe re-
search brought attention to life events, physi-
ological adaptation, and their impact on
health, the research has been criticized for
yielding low correlations between life events
and illness (Dohrenwend & Dohrenwend,
1984; Somerfield & McCrae, 2000). Sarafino
(1998) summarized the literature highlight-
ing other limitations of the SRRS, including
the ambiguity of some of the items, variations
in importance that people attach to the
events, and the lack of consideration of con-
textual factors related to the life events and
onset of illness. For example, financial re-
serves and job satisfaction will impact the sig-
nificance of a job loss, and genetic factors
may influence the onset of disease. Lazarus
(1992) also argues that it is difficult to demon-
strate psychosocial influences on health for
some of these same reasons.

As a response to the early and almost ex-
clusive attention to physiological changes that
accompany stressful events, and also to ac-
count for individual differences, Lazarus and
his colleagues (Lazarus & Folkman, 1984)
present a transactional, cognitive model of
stress. They conceptualize stress as “a partic-
ular relationship between the person and the
environment that is appraised by the person
as taxing or exceeding his or her resources

and endangering his or her well-being”
(p. 19). A person’s appraisal of the event and
his or her ability to cope with the event are
central to Lazarus’s formulation. During a
stressful encounter, a person makes “pri-
mary” and “secondary” appraisals of the situ-
ation. Primary appraisal refers to the amount
of threat the person perceives, and secondary
appraisal is the person’s evaluation of his or
her ability to cope with the threat. These ap-
praisals are sometimes f leeting, and the per-
son can reappraise a situation as new
information is learned. Lazarus furthered our
understanding of stress by considering both
the person and the stressful event, whereas
previous work focused primarily on either the
person or the stressful event.

Stevan Hobfoll (1989), critical of Lazarus’s
conceptualization of stress for being circular
and overly emphasizing perceptions, brought
a different perspective to psychological stress.
In his “conservation of resources” model,
Hobfoll defined stress “as a reaction to the en-
vironment in which there is (a) the threat of a
net loss of resources, (b) the net loss of re-
sources, or (c) a lack of resource gain follow-
ing the investment of resources” (p. 516).
Therefore, stress occurs because of an actual
or perceived loss of resources or lack of gain of
resources following investment. Resources
can include “objects, personal characteristics,
conditions, or energies that are valued by the
individual or that serve as a means for attain-
ment of these objects, personal characteristics,
conditions, or energies” (p. 516).

Rice (1999) has summarized other models
of stress, including those based on learning,
psychodynamic, and social theory. Although
each theory of stress has limitations, collec-
tively they offer different opportunities and
options to intervene with clients who are ex-
periencing stress reactions.

COPING

Closely aligned to the study of stress are con-
ceptual models of how people cope with
stress. The study of coping, as with stress, of-
fers different theoretical approaches. Aldwin
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(1994) placed the study of coping into three
broad categories: person-, situation-, and 
cognitive-based approaches. Person-based ap-
proaches hypothesize that personality charac-
teristics are major determinants of how people
cope with stress. These approaches have their
roots in psychoanalytic theory and the use of
defense mechanisms to cope with stress. Situa-
tional approaches argue that coping behaviors
are largely influenced by the contextual fac-
tors surrounding the stressor; people cope dif-
ferently depending on the nature of the
stressor. Cognitive approaches, exemplified by
Lazarus’s (1993) work, are based on the per-
son’s cognitive appraisal of the situation.

Lazarus (1993) defines coping “as ongoing
cognitive and behavioral efforts to manage
specific external and/or internal demands
that are appraised as taxing or exceeding
the resources of the person” (p. 237). Ac-
cording to Lazarus, coping behaviors can
be problem-focused or emotion-focused.
Problem-focused coping functions to alter
the person-environment relationship to im-
prove a stressful situation, whereas emotion-
focused coping attempts to moderate the
emotional distress associated with a stress-
ful event. An example of the former is seek-
ing legal advice during a marital separation;
joining a support group during the separa-
tion would be an example of the latter. Obvi-
ously, as these examples show, problem- and
emotion-focused coping are not mutually ex-
clusive, and they are both utilized to cope
with many stressful situations.

The research on stress and coping has
grown exponentially during the past 30 years
(Somerfield & McCrae, 2000). However, some
have argued that much of the research offers
little of practical value to clinicians (Coyne &
Racioppo, 2000). Others are less pessimistic
but acknowledge the necessity of bridging the
gap between stress and coping research and
clinical practice (Lazarus, 2000).

WELL-BEING

Psychology has been dominated by research
and clinical practice focusing on negative 

affect, psychopathology, and remediation. In
recent years, there has been a resurgence of
interest and scholarly attention to positive af-
fect, health and well-being, and prevention.
Seligman and Csikszentmihalyi (2000), intro-
ducing a special issue of American Psycholo-
gist, describe positive psychology as “a
science of positive subjective experience, pos-
itive individual traits, and positive institu-
tions . . . to improve the quality of life” (p. 5).
Lightsey (1996) presents an extensive litera-
ture review of subjective well-being and psy-
chological resources and concludes by
offering several recommendations for coun-
selors (e.g., helping clients develop positive
beliefs about themselves and teaching active
problem-solving skills to mediate stress reac-
tions). Romano (1997) conceptualized “stu-
dent well-being” as “the development of
knowledge, attitudes, skills, and behaviors
that maximize students’ functioning”
(p. 246). A large body of literature has investi-
gated competence, resiliency, and stress re-
sistance in children (Garmezy, Masten, &
Tellegen, 1984; Masten & Coatsworth, 1998;
see also Rak, this volume). After reviewing
the literature, Benard (1993) concluded that
resilient children have four attributes: social
competence, problem-solving skills, auton-
omy, and a sense of purpose. Folkman and
Moskowitz Tedlie (2000) point out that nega-
tive affect and distress have dominated the
stress and coping literature. They argue for
greater attention to the study of positive af-
fect and positive outcomes associated with
stressful events. Romano and Hage (in press)
strongly recommend that greater attention be
given to the prevention of psychological dis-
turbances and problematic lifestyle behaviors
in the training and practice of psychologists
and counselors.

FRAMEWORK TO HELP CLIENTS MANAGE
STRESS, IMPROVE COPING, AND ENHANCE
WELL-BEING

Mental health practitioners can be instrumen-
tal in helping clients reduce stress, improve
coping, and strengthen overall well-being to
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improve the client’s psychological, occupa-
tional, and social functioning. The framework
here presented is appropriate for individual
and group work, as well as for preventive and
remedial interventions.

Clients often seek counseling only after
other alternatives to manage a stressor have
been tried and found lacking (e.g., advice
from family/friends, self-help books). Some-
times, the stressors are manifested in physical
symptoms such as muscular pain, stomach
distress, or headaches. When clients present
physical symptoms, it is necessary for thera-
pists to make a referral to a physician to elim-
inate organic causes for the symptoms. In
other words, it should not be assumed that
psychological stress is the primary cause of
the physical symptoms. Excessive stress can
also be manifested in sleep and eating distur-
bances, increased use of alcohol and other
drugs (i.e., legal and illegal and over-the-
counter and prescribed medications), and in-
terpersonal difficulties at home and work.
During initial sessions, counselors and psy-
chologists need to assess how the client is cur-
rently coping with the stressful situation.
This assessment should include questions
about alcohol and drug use, episodes of de-
pression, suicidal ideation, and incidences of
violent behaviors. In addition, questions
about sleep patterns, eating behavior, and
physical activity should be asked.

The framework includes three components:
(1) increase awareness of behaviors and reac-
tions associated with a stressful situation, (2)
improve coping strategies, and (3) strengthen
well-being.

Increase Awareness

One goal of many preventive and remedial
psychological interventions is to increase the
participant’s or client’s personal awareness.
When a presenting issue is stress-related, it is
important that clients gain increased aware-
ness of their personal responses to the stress-
ful situation.

Physiological Awareness. Selye’s (1976) contri-
butions made us acutely aware of physiologi-
cal changes that accompany stressful events.

Because of these physiological reactions, it is
important that mental health professionals
help clients understand physical changes that
may occur during stressful events. Therapists
can explain the f light-or-fight response and
the physiology of stress, including descriptions
of the sympathetic and parasympathetic nerv-
ous systems and hormonal changes that occur
during a stress response. Clients are usually
aware of the physical reactions because they
have experienced many of them, for example,
muscle tension, rapid heartbeat, cold fingers,
and shallow breathing. Greater understanding
of the reasons for these changes helps clients
reduce their fears about them and appreciate
the value of coping interventions (e.g., relax-
ation training) designed to moderate the physi-
cal effects of stress. A related benefit is a
greater sense of physiological control. Biofeed-
back therapy can help clients learn more subtle
physiological information about themselves. In
the absence of sophisticated biofeedback
equipment (e.g., electromyograph), clients can
be encouraged to be aware of physiological
changes that accompany stressful situations
(e.g., an excessively tight grip on a telephone
during an important call).

Cognitive Awareness. Cognitive psychology
has made us very aware of the role of private
thoughts in emotional disturbance (Beck &
Weishaar, 2000; Ellis, 2000). Cognitions con-
tribute significantly to stress reactions, and a
discussion of the role of private thoughts in
stress reactions should take place with the
client. As with the physiological dimension
above, clients usually understand from their
own experience how thinking behaviors in-
fluence their emotions.

In Lazarus’s (1984) conceptualization of
stress, a person’s cognitive appraisal of a situa-
tion is related to a stress reaction. Clients can
be instructed to monitor their thoughts sur-
rounding stressful situations; in this way, they
record their stress appraisals and become
aware of irrational and distorted self-talk. A
thoughts diary helps clients monitor their self-
talk by recording over several days their strong
emotional responses (e.g., anxiety, anger, sad-
ness), the events that precipitated the emo-
tions, and the thoughts that accompanied the
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emotions and events. A client examines with
the counselor this record of self-talk and how
it may be contributing to stress reactions.

Lifestyle Awareness. Lifestyle patterns con-
tribute to stress reactions. For example, exces-
sive caffeine, limited physical activity, lack of
proper nutrition, poor sleep habits, weak so-
cial networks, and time mismanagement may
not only add to the distress of a situation, but
interfere with a person’s ability to cope with
the situation. Clients need to learn how
lifestyle behaviors contribute to stress. For ex-
ample, excessive caffeine contributes to over-
stimulation of the nervous system; poor sleep
habits and low social support interfere with
healthy coping behaviors; poor nutrition in-
creases the risk of illness. Different types of
record-keeping or diaries help clients become
aware of these and other lifestyle behaviors.
Examples include asking clients to record all
that they eat and drink over several days and
keeping a time diary to monitor use of time.

The major goals of this component are to (1)
teach an understanding of the relationship of
physiology, thoughts, and lifestyle to stress; (2)
encourage clients to increase their awareness
of their reactions to stressful situations; and
(3) monitor how they are presently coping
with the situation. Self-awareness is important
as an initial step in the change process.

Improve Coping Strategies

The second component of this framework is
helping clients change, improve, or strengthen
their coping strategies to better manage a
stressful situation. Various interventions are
available in the three domains of physiology,
cognition, and lifestyle. Interventions related
to these domains may overlap and are not mu-
tually exclusive. Interventions can be utilized
for remedial and preventive purposes and in
individual and group applications.

Physiological Change. The flight-or-fight re-
sponse disrupts physiological homeostasis
during a stressful encounter. The sympathetic
nervous system predominates during the re-
sponse. Interventions such as relaxation train-
ing, diaphragmatic breathing, and meditation

engage the parasympathetic nervous system,
creating a relaxation response. These interven-
tions give clients tools or strategies to help the
body return to an increased level of homeosta-
sis. As the parasympathetic nervous system
becomes engaged, physiological changes
occur; for example, heart rate is slowed, hands
and fingers become warmer, and muscle ten-
sion is reduced. A major advantage of teaching
clients strategies to influence their physiology
is the sense of control they experience over
their physiological reactions to a stressful en-
counter. One example is teaching clients the
difference between stress-induced breathing
(i.e., upper chest movement, shallow breaths)
and relaxed breathing (i.e., abdomen move-
ment, deeper breaths). One form of relaxed
breathing is called diaphragmatic breathing
because it utilizes the diaphragm, a muscle at
the bottom of the chest cavity, to regulate the
flow of oxygen into and out of the body. Di-
aphragmatic breathing is sometimes referred
to as natural breathing because newborn in-
fants instinctively breathe with the di-
aphragm. Stress reactions disrupt this natural
tendency to breathe with the diaphragm.
Clients can be given instruction and practice
in diaphragmatic breathing and asked to uti-
lize this strategy during stressful encounters.
Diaphragmatic breathing and other forms of
psychophysiological interventions have the ef-
fect of inducing emotional calmness as they
engage the parasympathetic nervous system.
Breathing techniques have advantages over
other forms of psychophysiological interven-
tions because they can be implemented with
little or no notice from others. However, clients
must remember to utilize them; I have encour-
aged people to make notes to themselves
(“breathe with my diaphragm”) in anxiety-
producing situations (e.g., public speaking).

Cognitive Change. Cognitive-behavior theory
(Beck & Weishaar, 2000; Ellis, 2000) has pro-
vided numerous techniques and strategies to
help clients change thinking patterns that
contribute to stress reactions. One type of
strategy is cognitive restructuring, in which
clients learn to replace irrational and dis-
torted beliefs and thoughts with self-
statements that are more rational and
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realistic. Changing self-defeating and stress-
producing thoughts to those that are more self-
enhancing will reduce stress reactions. In
terms of Lazarus’s (1984) concepts of stress and
coping, cognitive restructuring strategies have
the potential to help clients appraise stressful
situations more accurately. If a client regularly
uses words such as “should,” “always,”
“never,” “everybody/nobody,” and “can’t,”
these are signs that the client’s thought pat-
terns may be self-defeating. Suggesting that
clients utilize more appropriate language (e.g.,
“some,” “most people,” “I chose” rather than “I
should”) will reduce stress. Other cognitive
strategies include thought stopping and cogni-
tive rehearsal, which are techniques to discour-
age the use of self-defeating thoughts and
promote self-enhancing thoughts.

One stress management intervention uti-
lizing cognitive strategies along with other
techniques is called stress inoculation train-
ing (SIT). SIT was developed by Meichen-
baum and his colleagues (Meichenbaum &
Jaremko, 1983) to help people prepare for
stressful events. SIT inoculates people against
the effects of stress situations through educa-
tion, coping skills training, and application.

Lifestyle Change. Mental health professionals
are well positioned to inform people about
lifestyle behaviors that contribute to stress
and those that may buffer the effects of stress.
As behavior change experts, counselors are
well qualified to initially assess problematic
lifestyle behaviors and suggest possible
change strategies. Psychologists and coun-
selors may need to refer to other professionals
for consultation in areas that are beyond their
expertise (e.g., nutritionist, chemical depen-
dency counselor, exercise physiologist). At
times, referral to a clergy person may be nec-
essary. Most important, however, counselors
need to teach clients how lifestyles that pro-
mote well-being will help to manage stress
and enhance overall health. For example, peo-
ple are bombarded in the national media
about the health benefits of physical exercise
and diets low in sugar and saturated fats.
However, clients may be less informed about
the potential benefits of physical exercise as a
stress management strategy (Long & Flood,

1993). They also may underestimate how mis-
use of time and weak social support networks
may contribute to stress.

Lifestyle changes must be introduced grad-
ually so that clients do not become discour-
aged and lose motivation to change. Discuss
with clients changes that they are most moti-
vated to make. Once the focus of change has
been decided on, a change strategy can be de-
veloped, implemented, and regularly evalu-
ated for effectiveness.

Strengthen Well-Being

The final component of this model teaches
clients behaviors and strategies to enhance
their overall well-being to buffer the effects of
future stressors and life changes. In addition
to physiological, cognitive, and lifestyle do-
mains, it is recommended that clients period-
ically review other areas of their lives,
including spiritual, family, and career. In-
cluded in these areas are themes of personal
values, life meaning, hope, optimism, and life
satisfaction (e.g., family, career, and interper-
sonal relationships).

Kobasa (1979) has studied people who are
resistant to the negative health effects of
stressful life events. She hypothesized that
these people are characterized by a “hardy
personality”; that is, they are people who ex-
hibit a sense of personal control, are commit-
ted to their endeavors, and feel challenged
by them. According to Kobasa, these charac-
teristics serve as protective factors in stress-
ful situations.

A holistic model of personal develop-
ment, addressing several dimensions of the
human condition, is highly recommended
to strengthen well-being. Romano (1984) de-
veloped a holistic model of stress manage-
ment in the form of a university course and
reported promising results. Recently, Hoff-
man and Driscoll (2000) articulated a broadly
conceptualized biopsychosocial model of
health promotion and disease prevention to
address health needs. Coping styles and stress
management are important components of the
model. The Wheel of Wellness is another com-
prehensive example of a holistic model for
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health and well-being presented by Myers,
Sweeney, and Witmer (2000).

Stress, coping, and well-being are impor-
tant psychological constructs that have en-
joyed a rich theoretical and applied history.
Although much more needs to be learned
about them, there is sufficient research evi-
dence to recommend the application of these
constructs for preventive and remedial appli-
cations by mental health practitioners.
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8 THE FAT
CLIENT

Janet Melcher and Gerald J. Bostwick Jr.

On a daily basis, people in the United States are
bombarded with images of ideal personal ap-
pearance. Mass media communications suggest
that achieving the correct appearance will lead
to acceptance, success, and overall happiness in
life. The current standards for attractiveness in-
clude size specifications. It is not surprising,
then, that some people who seek mental health
care may be concerned about food and weight
issues either because their actual size is differ-
ent from what society deems desirable, or be-
cause they have become obsessed with
maintaining a body size that already meets or
exceeds societal standards. Concerns about
food and weight bring anguish in many forms.
The following discussion focuses specifically
on providing help to those persons who are
truly considered heavier than average or obese
by the mental health practitioner.

The word “fat” will be used in this chapter
when referring to clients. As Barron and Lear
(1989) point out, the word “obese” is used in a
medical context and therefore suggests that
fat is a disease. “Overweight” suggests that
there is really a correct weight that one is
over. The word fat is used to acknowledge and
honor the most accurate description of the
client, in the hope that the word’s derogatory
connotation will fade.

If the fat person expresses concern about
food and weight, the mental health practi-
tioner needs to expand the scope of the assess-
ment and intervention plan by considering the
following:

• The influence of social/cultural beliefs
and messages about size.

• Biological factors that affect size.
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• Psychological ramifications of being heav-
ier than average in a society that values
thinness.

SOCIAL/CULTURAL BELIEFS AND
MESSAGES ABOUT SIZE

Today in Western culture, the slender body
shape is placed before the public as a standard
to achieve, particularly for women. This preoc-
cupation with thinness is a relatively recent
phenomenon. Prior to the late 1800s and early
1900s, thinness was often considered un-
healthy and unattractive. One factor that
brought about the change in attitude was the
expansion of women’s roles around the turn of
the century. In the late 1800s, feminist ideas
emerged. Some women were attending college
and many were finding jobs outside the home.
At the same time, the view that women were
too frail to be physically active was supplanted
by the view that healthy women should be ath-
letic. Thus, women began to enjoy more overall
physical freedom. The expansion in women’s
roles necessitated changes in women’s fash-
ions. The cumbersome clothing styles of the
past were simply no longer practical. The fash-
ion industry responded by designing more
functional clothing. The new styles were more
revealing, making it more difficult for women
to use clothing for body shape enhancement.
Because clothing could no longer be used to
cosmetically shape the body, the body became
the object to be shaped (Bennett & Gurin,
1982; Seid, 1989, 1994).

By the middle of the century, the changing
attitudes about appropriate weight and size
were reinforced by a Metropolitan Life Insur-
ance Company retrospective study (as cited in
Bennett & Gurin, 1982) that examined the rela-
tionship between weight and mortality rates.
Despite the biased samples and questionable
data analyses, the findings were generalized
to the entire population. The proliferation of
papers generated by this insurance company’s
scientist was instrumental in accelerating the
change in attitudes about weight and health.
By the early 1950s, obesity was identified as

the number one health problem in this country.
Obesity became a disease to be treated by
physicians; the remedy for the disease was the
weight-loss diet (Bennett & Gurin, 1982; Seid
1989).

While the health care industry was busy
embracing the notion that lower body weight
was healthy for all, the fashion industry came
along to firmly implant an association between
thinness and beauty in the consciousness of
the culture (Seid, 1989). In the 1960s, the ap-
pearance of the famous fashion model Twiggy
(5′7″ and 98 pounds) marked the beginning of
a more severe standard for thinness, which
continues to be idealized today (Seid, 1994).

In the decades after the 1960s, the models
for female beauty became increasingly thinner
and less likely to resemble what the average
American woman could realistically achieve.
For example, Garner, Garfinkel, Schwartz, and
Thompson (1980) found that the Miss America
contestants during the period from 1959 to
1978 showed a trend toward decreasing
weights at the same time that American women
were increasing in weight. In an update of this
research, Wiseman, Gray, Mosimann, and
Ahrens (1992) found that the Miss America
contestants’ body weights continued to de-
crease between 1979 and 1988. During this pe-
riod, the reported Miss America body weights
were 13% to 19% below the weights that would
be expected for women of their ages. These au-
thors point out that maintaining a weight of
15% below the expected weight is one criterion
for the diagnosis of anorexia nervosa.

Today, the pursuit of thinness remains
quite popular. For instance, results of a recent
survey of U.S. college students (Centers for
Disease Control and Prevention, 1997) indi-
cated that 41.6% of students considered them-
selves to be overweight, even though only
20.5% were classified as overweight. Female
students were more likely to consider them-
selves overweight than male students. The re-
port states that 46.4% of the college student
respondents were attempting to lose weight.
Overall, one-third of college students have
used dieting as a means to control weight and
about one-half have used exercise.
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Media messages continue to promote the
concept that weight loss is a goal that the ac-
ceptable person will achieve. The messages
mainly affect females. Levine and Smolak
(1996) found that weight loss is glorified in
magazines and through televised messages
that adolescent girls and young women are
likely to see. Wertheim, Paxton, Schutz, and
Muir (1997) found that girls responded to
the thin ideal pictured in the media by feel-
ing pressured to be thin. Pinhas, Toner, Ale,
Garfinkel, and Stuckless (1999) report that
the women in their study felt angrier and
had an increase in depressed mood after
looking at pictures of the thin models from
common fashion magazines. While conduct-
ing a content analysis of popular magazines,
Malkin, Wornian, and Chrisler (1999) discov-
ered that 94% of women’s magazines showed
thin females on the cover. They also found
that the magazine covers displayed messages
about weight that were positioned next to
other messages with the implication that
weight loss will lead to an improved life.

When reviewing the literature on weight
loss issues, several themes emerge (Kilbourne,
1994; Nichter & Nichter, 1991; Seid, 1989):

• Advertisers have an interest in keeping
consumers dissatisfied with themselves
because profit depends on selling some-
thing that the consumer lacks. There is no
incentive to tell consumers, especially
women, that they are perfectly acceptable
just as they are.

• To ward off uncomfortable reminders that
life is full of uncertainties, great value is
placed on “being in control” in our culture.
Weight has become symbolically linked to
control. Those considered fat are viewed as
violators of the mandate for control and are
consequently judged as lacking in virtue.

• Satisfying versus suppressing the appetite
for food has become a moral issue for per-
sons of all sizes, especially for fat people.

Naturally, the impact of living in this so-
cial context may be quite significant for the
fat person. As early as 1962 researchers

found that there was a correlation between
obesity and socioeconomic status, with the
highest percentage of obese women falling
into the lowest socioeconomic status group.
Men showed a similar trend to a lesser de-
gree (Moore, Stunkard, & Srole, 1962). More
recently, a seven-year follow-up of subjects
who were overweight during adolescence and
early adulthood found that the women had
completed fewer years of school, were not as
likely to be married, and were more likely to
live in poverty than women who had not been
overweight. These researchers believe that
their findings support the position that so-
cioeconomic status is a consequence of being
overweight, and they question the assump-
tion that being overweight is due to socioeco-
nomic status (Gortmaker, Must, Perrin, Sobol,
& Dietz, 1993).

Rothblum and associates (1990) found that
the very obese participants in their research
reported experiencing various types of em-
ployment discrimination. Both obese and
very obese people also reported school vic-
timization, including being called negative
weight-related names, being excluded from
sports or social activities, and being victims
of discrimination by teachers.

Access to appropriate medical care is a
concern for obese people. Some have been de-
nied health insurance because of their weight
(Rothblum, Brand, Miller, & Oetjen, 1990).
Some may not have adequate health care sim-
ply because they are poor and cannot afford
health insurance and preventive care (Roth-
blum, 1994). Some are reluctant to seek med-
ical care because they anticipate receiving
abuse and admonitions about weight from
their physicians, regardless of the symptom
for which treatment is sought (Burgard &
Lyons, 1994).

Finally, Seid (1989) notes that the cruelest
and most damaging thing the fashion indus-
try did in the 1960s was to convey the idea
that anyone could become thin. The health
care industry supported this notion as well.
The assumption that thinness is attainable by
everyone persists. This view is particularly
distressing given the evidence that biological
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realities are in conflict with the cultural man-
date to be thin.

BIOLOGICAL FACTORS THAT AFFECT SIZE

The set point theory holds that the body has a
built-in system that determines how much fat
is needed (Nisbett, 1972). When a person tries
to reduce the fat stores through a weight-loss
diet, biological changes occur. These changes
are actually designed to help the body survive
through times of famine. Metabolic rates de-
crease and calories are burned more slowly to
defend the fat stores. The dieter may notice
that weight loss slows or stops altogether.
Soon, the dieter will experience intense
hunger and may feel compelled to eat. When
eating occurs, weight is gained more easily
because the metabolic rate is lowered (Ben-
nett & Gurin, 1982; Leibel, Rosenbaum, &
Hirsch, 1995). Most dieters will regain the
weight lost within two to five years and many
will weigh more than they did before the diet
(Garner & Wooley, 1991).

When working with the fat client, the men-
tal health practitioner should keep the follow-
ing in mind:

• Fat people do not eat more than lean people.
A fat person may need to eat considerably
less than the lean person to maintain an av-
erage body size (Garner & Wooley, 1991).

• Different people can eat the same amount
of food and have very different body sizes
(Bouchard et al., 1990).

• Genes appear to influence body fatness,
and the childhood environment has little
or no effect (Stunkard et al., 1986).

• A body mass index (BMI) in the 26 to 28
range is considered over the ideal weight.
BMI is weight in kilograms divided by the
square of height in meters (kg/m2). Longi-
tudinal studies show that BMIs in this
range do not necessarily result in increased
mortality rates (Ernsberger & Haskew,
1987; Troiano, Frongillo, Sobal, & Levitsky,
1996).

• Weight loss can reduce cholesterol and blood
pressure and improve glucose tolerance, but

these health benefits disappear with the
regaining of weight and often are more
problematic than prior to the weight loss
(Garner & Wooley, 1991).

• Weight cycling (repeatedly losing and re-
gaining weight) is associated with higher
rates of death from coronary heart disease
and death from all causes (Brownell &
Rodin, 1994; Lissner et al., 1991).

• Persons who gain a modest amount of
weight during adulthood have the lowest
mortality rates, and weight loss is associ-
ated with higher mortality rates (Andres,
Muller, & Sorkin, 1993; Pamuk et al.,
1992).

• Normal daily calorie intake for adults may
range from 2,400 to 3,000 calories per day.
Most weight-loss diets prescribe 945 to
1,200 calories per day. The World Health
Organization states that 900 or fewer calo-
ries qualifies as starvation (www.naafa.org).

• Hunger is managed best through eating
at regular, predictable intervals (Wooley,
Wooley, & Dyrenforth, 1979).

Because there are hazards associated with
weight loss, experts recommend lifestyle
changes that promote health for persons of
any size (I. Kedd, 2000). This involves incre-
mental, moderate changes in eating and exer-
cise habits that can be realistically sustained
over time. The health benefits are immediate.
For example, a study comparing fitness levels
in overweight and normal-weight men found
a lower risk of mortality in the physically fit
regardless of size (Barlow, Kohl, Gibbons, &
Blair, 1995). Although there is much conflict-
ing information about healthy eating, authori-
ties seem to agree that eating a varied diet
that incorporates favorite foods, fruits, veg-
etables, and whole grains is most beneficial;
they also recommend limiting portions of
foods high in fat (Berg, 1993; Burgard &
Lyons, 1994). Research indicates that blood
pressure can be reduced by diet content
(Appel et al., 1997). Also, risk factors for coro-
nary artery disease can be reduced by using a
combination of dietary content and exercise
even for people who remain fat (Barnard,
Ugianskis, Martin, & Inkeles, 1992).
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PSYCHOLOGICAL RAMIFICATIONS OF BEING
FAT IN A SOCIETY THAT VALUES THINNESS

In both the general and professional literature,
there has been a tendency to view a person’s
weight-loss failures as the result of a psycho-
logical defect. Of course, fat people have the
same range of difficulties and disturbances as
people of any size, but studies have found that
the rate of psychopathology in the obese popu-
lation is similar to the rate in the nonobese
population. So the idea that people are fat be-
cause they have psychological disturbance has
been refuted (Stunkard & Wadden, 1992).
However, some psychological symptoms that
fat people present to mental health profession-
als are actually the offshoots of being fat in a
society that values thinness. Symptoms that
are really the psychological ramifications of
being fat include distorted relationships with
food, problematic emotions associated with
food deprivation, and self-deprecating re-
sponses to the prejudices about size.

Many fat people have tried weight-loss
diets. Often, they want very much to comply
with societal expectations. For some, the re-
peated efforts to lose weight have resulted in
distorted relationships with food, which may
become manifest in the following ways:

• Binge eating and some overeating can be a
consequence of the body’s push to restore
fat after restrictions in food intake. This
particular eating compulsion is a biological
survival mechanism and is not necessarily
indicative of psychological pathology (Po-
livy, 1996; Telch & Agras, 1993).

• The fat person has been trained and encour-
aged to limit food intake, so that normal eat-
ing (eating in response to internal hunger
signals) seems forbidden (Polivy, 1996).

• Even when not overeating, the fat person
may be apologetic about the amount of
food consumed and may even feel the need
to hide when eating (Polivy, 1996).

Unfortunately, the amount of food required
to stabilize eating patterns and improve emo-
tions will often lead to fears of weight gain.
Weight gain is perceived as failure. For the

perennial dieter, the decision to stop dieting
is a significant psychological step that means
parting with the dream of being thin. The fat
client may need time to accept the fact that
permanent size reduction is an unattainable
goal and to develop a new way of thinking
about self and food.

For some people, even with adequate food
intake over time, significant overeating or
binge eating may continue. When the person
has experienced food deprivation, even if in-
termittently, food can take on exaggerated
importance. The good feeling one gets by sat-
isfying hunger seems to get confused with
soothing emotional pain. Overeating consis-
tently used to ease emotional pain does not
occur in all cases, as the popular media sug-
gests. When overeating does occur in this
manner, however, it can be quite alarming for
the individual.

Many unpleasant emotional reactions are
associated with food deprivation. These in-
clude irritability, anxiety, mood swings, and
depressive symptoms (Garner & Wooley, 1991;
Polivy, 1996). Adequate nourishment is needed
for optimal psychological functioning. When
eating returns to normal, these emotional
changes may subside.

Finally, fat people have different psycho-
logical reactions to societal prejudice and dis-
crimination. Those who subscribe to the view
that weight is under their control accept soci-
ety’s condemnation of their size and consider
themselves at fault for their own condition. In
contrast, some fat people recognize the distor-
tions in the media and in the public’s think-
ing about weight and do not accept the view
that they are defective or deficient (Crocker,
Crornwell, & Major, 1993). Responses to this
hostile environment range from total self-
deprecation to fat activism.

ASSESSMENT

For clients of any size, especially females, food
and weight issues may be a concern. The fat
client may or may not express concern about
these issues. As part of the usual assessment
process, the mental health practitioner may
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mention that food and weight issues are of
great concern to many people living in this
culture and then may ask if these issues are a
concern for the client. If the client indicates
that there are no concerns in this area, the ex-
ploration is ended. The mention of the subject
gives the client permission to revisit the topic
at a later time. If the client expresses concern
about food and weight issues, the assessment
should be expanded to include a discussion of
dieting history, current eating patterns, level
of physical activity, and expectations about
any problems that will be solved as a result of
resolving food and weight issues.

Dieting History

The dieting history provides some indication
of clients’ long-term relationship with food
as well as their understanding of why past
attempts at resolving food and weight issues
have not been successful. The following
questions can be used to explore the dieting
history:

• How many diets have been tried?
• What types of diets were tried?
• Approximately when did the dieting take

place?
• How much weight was regained after each

diet?
• Were there any emotional changes when

dieting?
• What is your understanding of the reason

for lack of success with weight loss?

Current Eating Patterns

Clients’ eating patterns may range from nor-
mal to somewhat problematic to so troubled
that a formal eating disorder diagnosis is war-
ranted. The practitioner may discover that a
client’s eating falls within a normal pattern
even when the client defines the eating as
problematic: The client believes that some-
thing must be wrong with the eating pattern
because a heavy weight is maintained. Clients
may express some conflicts about food be-
cause eating has been discouraged. Some
clients may be engaging in binge-purge 

behaviors that would put the eating pattern in
the bulimic category.

For many practitioners and clients as well,
there can be a great temptation to focus on
how much food the client is eating with little
attention to the overall pattern of eating. If
the person is truly binge eating or consis-
tently overeating, the usual pattern includes
some period of deprivation that precedes the
overeating. The client could be experiencing
a rebound from a recent weight-loss diet or
perhaps the client does not eat all day and
then eats continuously at night. The depriva-
tion must be understood and addressed to
help the client become free of food obses-
sions. To obtain the pertinent information
about eating patterns, the following ques-
tions may be asked:

• It is helpful to know the details about the
most recent diet. What type of diet did you
try and when did it occur? What have you
noticed about eating patterns since the
diet?

• Describe the way you eat on a typical day.
What do you consider to be a good eating
day? What is a bad day? Do you have foods
that you consider good or bad? If so, please
explain.

• Do you see a connection between your
emotions and your eating pattern?

• Most people overeat at times. Some people
feel that they overeat constantly. How
would you describe your overeating?

• Do you ever binge eat? If so, how often,
when does the binge occur, and what is
consumed?

• Sometimes, people try to maintain a lower
weight by trying not to eat, by vomiting
after eating, by using laxatives, or by exer-
cising extensively. Have you used any of
these methods to control weight?

Exercise

A review of the exercise history and current
activity level is important for several reasons.
Some clients may be supporting their own
health currently by engaging in regular physi-
cal activity, but they may be discouraged 
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because significant weight loss has not oc-
curred. Some may have gained weight after an
injury or illness resulted in a need to limit ac-
tivity, so accommodations may be needed for
the person to remain active. Some may be re-
luctant to exercise because they fear being
ridiculed if exposed to the public eye. The
questions related to exercise include:

• Do you exercise or engage in any type of
physical activity?

• Do you have any physical problems that re-
quire you to limit your physical activity?

• If you are not currently engaged in any
kind of regular physical activity, do you
have any concerns that prevent you from
being active (e.g., don’t want to put on a
leotard and go to the aerobics class with all
the thin women)?

Goals Accomplished by Losing Weight

People of all sizes focus energy on losing
weight in part because being thinner may be
the means by which another goal is attained.
Perhaps the weight loss is intended to bring
greater social acceptance or improved health.
Questions should be designed to help clients
reveal the goal(s) that are ultimately to be ac-
complished by losing weight. Responses to
the following questions will help the practi-
tioner to further clarify the clients’ goals:

• What was happening in your life that made
you decide to try to lose weight?

• How would your life be better if you lost
weight?

When the information about dieting, eat-
ing patterns, exercise, and goals to be ac-
complished by weight loss is added to the in-
formation gathered in the usual assessment
process, the client’s issues usually fall into
one of five categories. As we delineated in an
earlier article (Melcher & Bostwick, 1998) the
categories are:

• Normal but Doesn’t Know It—she functions
well in all or most areas of her life and eat-
ing is actually normal. She believes that

she must be doing something wrong be-
cause she is heavier than average. She may
be asking for help at this moment in her
life because of some normal developmental
shift, which causes her to reflect upon
where she is in life. For example, she may
turn 30 and become more concerned about
the fact that she’s not married. She believes
that weight loss is required in order to
meet this and other life goals;

• Well-Adjusted Overeater—this person func-
tions well. However, she may be overeating
or perhaps binge eating because she has
been dieting and/or excessively exercising;

• Emotionally Troubled Normal Eater—this per-
son is not overeating, but believes that an
eating problem exists because she is heav-
ier than average. She has emotional issues
that cause problems in functioning but
these are not necessarily related to her
weight;

• Emotionally Troubled Overeater—this person
is involved in overeating or problematic
eating and has co-existing emotional prob-
lems. In this case, the social worker still
needs to know whether there has been re-
cent food deprivation because, as in the
other cases, the effort to diet is contribut-
ing to the eating problem. For this individ-
ual, when food deprivation no longer exists
there may be continued use of food to help
with managing a variety of emotions (e.g.,
anxiety, depression); and,

• Normal and Knows It—this person is heav-
ier than average, has accepted her size,
functions well, and does not overeat.
However, she may feel lonely because few
people understand her situation and she
may feel exhausted by societal discrimi-
nation. (p. 200)

INTERVENTION

With the possible exception of the “normal
and knows it” client, all of the clients in the
four remaining categories need information
about the arbitrary nature of size stipulations
in Western culture, about the pitfalls of
weight-loss dieting, and about the option of
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living in a manner that promotes health 
regardless of size. An ideal way to transmit
such information is through a psychoeduca-
tional group. In a psychoeducational group,
clients receive information, have the opportu-
nity to discuss how the information applies to
their own situation, and receive group sup-
port (Ciliska, 1998).

If no group is available, the mental health
practitioner may certainly share this informa-
tion with individual clients. When working
with an individual, the delivery of the infor-
mation is paced to address the specific con-
cerns of that client. Time is allowed for
discussion of the client’s reactions to the in-
formation and for therapeutic input from the
practitioner.

If the client’s eating pattern is in the nor-
mal range, this assessment should be shared
with the client. Clients may respond to this
news with mixed feelings of relief for not
being at fault for their size, and sadness be-
cause thinness has eluded them.

If the client’s eating pattern is problem-
atic, intervention calls for some discussion of
how this individual might plan to schedule
meals at regular intervals. The client needs to
work toward knowing that food will be avail-
able at regular intervals (e.g., breakfast,
lunch, and dinner, or lunch, dinner, and
evening snack) to stop overeating. Some of
the overeating may be an attempt to hoard
food before the next famine. Techniques such
as sitting comfortably at a place designated
only for eating and avoiding other activities,
such as watching TV or reading while eating,
can help the person focus on eating in re-
sponse to internal signals. Some clients may
want to give up the effort to improve eating
patterns if episodes of overeating occur, so
they need reassurance that returning to their
old, familiar eating pattern is expected. Fol-
lowing the plan perfectly may be essential for
losing weight, but it is not required for devel-
oping a more satisfying relationship with
food (Roth, 1984).

Assessment of emotional difficulties is an
ongoing process if the eating is restricted. Some
dysphoria may be the result of inadequate
nourishment. When there are diagnosable

emotional problems, proceed with treatment as
usual. If one mental health practitioner is work-
ing with the food and weight issues as well as
the more general mental health concerns, dis-
cussion of the two areas can be blended. If
overeating is truly used to cope with emotional
upsets, then the connection between each pre-
cipitating event and eating must be explored to
help the client find a more productive way of
responding.

Finally, a few other things to consider:

• A referral can be made to a dietitian who
agrees with a size acceptance philosophy
for help with the problem eating.

• A consultation with a physical therapist or
exercise physiologist might be useful to the
person who has physical problems that in-
terfere with becoming physically active.

• Sometimes, meetings that include the
client and family members or significant
others may be useful for educating all in-
volved and for helping clients communi-
cate their needs about food and weight
issues to those who are closest to them.

• Contact with a support group or with a size
acceptance organization can help clients
maintain self-acceptance and feel less iso-
lated. One helpful resource is the National
Association to Advance Fat Acceptance
(NAAFA—www.naafa.org).
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9
GUIDELINES FOR COUNSELING
CLIENTS WITH HIV
SPECTRUM DISORDERS

Paula J. Britton

Over 800,000 AIDS cases have been reported
in the United States, and the numbers of per-
sons infected with HIV continue to rise (Cen-
ters for Disease Control and Prevention
[CDC], 1999). Counselors are needed to treat

clients and their family and friends who
are impacted by this disease, including those
who are newly diagnosed, those who are chal-
lenged with multiple opportunistic infec-
tions, and those facing end-of-life issues. It
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thus becomes increasingly important for
counselors to be aware of the unique issues
involved with persons living with HIV/AIDS
and to possess some conceptualizations and
tools with which they can effectively interface
with their clients.

DEFINITIONS AND KEY CONCEPTS

HIV (Human Immunodeficiency Virus) is the
retrovirus that causes AIDS. Infection with
HIV leads to changes in the immune system
that can result in a cluster of symptoms recog-
nized as AIDS (Acquired Immunodeficiency Syn-
drome), a viral disease that impairs the body’s
ability to fight other diseases. Persons who
test positive for HIV have the virus in their
system; however, they may or may not be
symptomatic. As the disease progresses and
the immune system becomes further compro-
mised, the HIV-positive person becomes more
susceptible to certain unique opportunistic
infections. To be diagnosed with AIDS, a person
must have a T-helper lymphocyte blood count
of less than 200 and have had one or more op-
portunistic infections. The infections often
can be treated, but there is no current cure for
the underlying immune deficiency caused by
HIV. The course of the illness can be unpre-
dictable; some persons progress from being
HIV positive and asymptomatic to developing
full-blown AIDS very quickly; others remain
asymptomatic indefinitely.

Early intervention, referring to the identi-
fication of people with HIV and procurement
of corresponding medical and psychological
treatment, is encouraged. This has become es-
pecially salient since the newer class of drugs,
protease inhibitors, used in combination with
other drugs (e.g., AZT), has been found to
slow the progression of the disease signifi-
cantly. However, the new drug treatment,
often referred to as a drug cocktail, has its
own set of complex issues (Britton, 2000).
HIV-positive people may be required to take
many drugs on a rigid schedule and experi-
ence debilitating side effects. Moreover, un-
less prescriptions are adhered to strictly, the
virus develops a resistance to the drugs very

quickly. These resistant forms of the virus
may then be transmitted to others who will
not respond to the drug treatments.

In an infected person, the virus can be
found in body fluids, including blood, semen,
vaginal and cervical secretions, and breast
milk. It is most often transmitted by direct ex-
posure to blood by certain acts of sexual in-
tercourse and by needle sharing. Although it
is possible for a woman to infect her fetus
during gestation, birth, or nursing, the num-
bers of infection in this manner have de-
creased due to preventive treatments during
pregnancy and birth.

MULTICULTURAL ISSUES

There is a disproportionate percentage of
AIDS cases among people belonging to minor-
ity cultures, including drug use cultures,
racial and ethnic minorities (particularly
African Americans and Latinos), women (es-
pecially women of color), youth (the highest
rate of transmission is among adolescents), gay
and bisexual men, and people who are home-
less or mentally disabled. Of new cases of per-
sons with diagnosed HIV (not AIDS) reported
to the CDC in 1999, 32% were women, and 77%
of these women were African Americans or
Latinas. Among men, African Americans and
Latinos accounted for 59% of the new cases
(CDC, 1999).

Counselors need to be informed about dif-
ferent cultures and maintain a perspective
that honors and respects diversity. Winiarski
(1997) has recommended that counselors
working with persons with HIV disease ex-
pand their skills and knowledge regarding dif-
ferent cultures, paying special attention to:

Issues around stigmatization: People from op-
pressed groups frequently have difficulty
trusting outsiders and institutions. Thus, it
is important not to interpret problems with
self-disclosure as resistance or avoidance.

Nontraditional healing methods: It is impor-
tant to consider how the culture conceptu-
alizes illness, death, and dying.
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Views on counseling: Some cultures view
counseling as supportive, but others may be
very uncomfortable discussing personal in-
formation with someone outside the family
or church.

UNIQUE ISSUES RELATED TO HIV/AIDS

Although many of the issues that clients im-
pacted by HIV/AIDS deal with are similar to
those of people with other chronic illnesses,
there are some unique variables that set
HIV/AIDS apart from other diseases:

1. Stigma. As HIV/AIDS has disproportion-
ately impacted socially stigmatized popu-
lations and its transmission involves
stigmatized activities (sexual activity and
drug use), people with HIV disease are
often perceived negatively.

2. Unpredictability. With most other diseases,
there is a somewhat predictable course of
the disease, and people are given informa-
tion as to what to expect at certain stages.
However, with AIDS, people have little
guidance as to what to expect, often vacil-
lating from wellness to illness. Subse-
quently, they can make decisions such as
leaving their job, selling their home, and
preparing for death, only to find themselves
feeling healthy again. This unpredictability
has been compared to a roller-coaster ride,
with emotions f luctuating from despair to
hope and back again to despair. As a result,
clients report chronic apprehension and a
feeling of being out of control.

3. Isolation. Due to the nature of transmis-
sion, HIV can be an isolating disease. Peo-
ple frequently struggle with maintaining
healthy sexual and intimate relationships
and as a result may end up feeling in-
tensely alone.

4. Age and Stage Differences. HIV/AIDS tends
to infect younger people who are being
asked to deal with developmental concerns
that most often do not impact people until
they are in their later stages of life. It is
common for a 75-year-old person to be deal-
ing with end-of-life planning; however,

most 25-year-olds are not prepared to deal
with these issues but instead are facing ca-
reer and life-planning issues.

COUNSELING AND HIV TESTING

Testing for HIV has become a complicated
issue. Although there has been a push for
early identification of people with HIV based
on medical advances, there are psychosocial
complexities around testing. There is real po-
tential for discrimination in finding out one’s
HIV status, such as denial of insurance, hous-
ing, and employment.

Things to Know about HIV Antibody Testing

The HIV antibody tests are very accurate.
They determine whether antibodies are pres-
ent in the bloodstream; however, they do not
make a diagnosis of AIDS. The two most com-
mon tests are the preliminary screening test,
ELISA (enzyme linked immunosorbent assay),
and the confirmatory test, Western Blot.

Home testing kits are now available; how-
ever, they are more accurately described as at-
home collection kits. They have made testing
more accessible to people in rural communi-
ties, but raise concern regarding the adequacy
of posttest counseling. Rapid tests, available
at some labs, allow for results in 5 to 30 min-
utes; however, a major drawback of this type
of testing is the higher rate of false positives
until confirmatory tests are administered.

Testing can be confidential or anonymous.
Confidential testing is similar to other med-
ical tests and accessible within certain limita-
tions. Anonymous testing is done without use
of names or identifiable information and is in-
accessible to anyone but the recipient. Many
who get tested do not return for results. In
most settings, pre- and postcounseling ac-
company testing.

Counseling Issues Associated with Testing

Counselors can play a very salient role around
testing issues. Common counseling themes
include:
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Dealing with feelings about being tested
(e.g., ambivalence, fear).

Supporting clients while they wait for
results.

Education about HIV/AIDS.

Dealing with results of test and acute dis-
tress that may result.

DEVELOPMENTAL MODEL OF TREATMENT

This model is based on several development
models, including readiness models (e.g., Pro-
chaska, DiClemente, & Norcross, 1992) and
crisis models (e.g., Nichols, 1985). The model’s
central idea is that AIDS is a disease of adjust-
ment and change. Thus, certain counseling in-
terventions may be more effective than others
during different phases of adjustment. (The
model serves only as a guide; the unique needs
of each client will interface with the efficacy of
any intervention.)

Stage 1: Crisis

When first discovering their HIV status, most
infected people will experience acute dis-
tress; however, their reaction to the crisis is a
unique process. Many report depression, anx-
iety, and preoccupation with illness, includ-
ing intense fatalism or the belief that they
will die soon. Denial is another common ini-
tial reaction characterized by a description of
feeling “nothing” or “numb.” Many present
with symptoms of an adjustment disorder;
however, people can have other reactions that
are within the range of “normal.”

At this stage, the counselor’s task is to pro-
vide crisis intervention and supportive coun-
seling to facilitate coping. It is helpful to
normalize clients’ responses and assist them
in managing their emotional reactions. This
may include assessing support networks and
making referrals, such as pastoral counseling,
Alcoholics Anonymous, legal guidance, med-
ical/dental health care, testing sites, gay com-
munity resources, and methadone clinics.

This is not the time to delve into emotional
responses, nor is it the best time for educa-

tion, as a person in crisis usually cannot
clearly process new information. However, it
may be one of the few times a person with
HIV disease has access to counseling (e.g.,
posttest counseling), so it can be helpful to
provide persons with information that they
can refer to later (such as written material or
pamphlets). It is also not the best time for a
psychological assessment. The client’s acute
reaction may not reflect premorbid diagnosis
but a natural reaction to crisis. Instead, a
counselor should provide support, resources,
and a calming presence.

Stage 2: Adjustment

Although acute distress is almost universal at
beginning stages of HIV/AIDS, it usually de-
creases after a few weeks. The next phase in-
volves digesting the information about oneself
and finding ways to handle it. The tasks involve
making some decisions about work and living
arrangements as well as personal relationships.

As in phase 1, this process is unique for
each individual. Some people do not experi-
ence any emotional problems during the
asympotmatic phases of HIV disease. Others
remain in denial, which can be a necessary
and beneficial means of coping. However, de-
nial that persists for extended periods of time
can delay the onset of medical treatment and
may have deleterious health effects.

Stage 2 is often characterized by a decrease
in denial. Instead, people may be faced with a
vacillation of denial with acute symptoms. It is
also a time of high risk for substance abuse
and suicide.

Disclosure Issues. A common theme during
this stage involves issues around who and
how to tell about one’s HIV status. Coun-
selors need to be cognizant of and sensitive to
the dilemmas around disclosure, including
potential for prejudice, challenges to sexual
and intimate relationships, being labeled an
unfit parent, vulnerability to violence, loss of
job and insurance, and disclosure of sexual
orientation or past drug behavior. The coun-
seling relationship is a helpful place for
clients to explore disclosure issues and subse-
quently be more planful and prepared.

welf_p01.qxd  6/20/01  11:16 AM  Page 63



64 PART I • COUNSELING FOR ADJUSTMENT DISORDERS AND LIFE STRESS

Issues around Medical Treatment. As people
more deeply acknowledge their HIV status or
when confronted with their first HIV symp-
toms, they are often faced with difficult med-
ical decisions. Many are encouraged to take
medications early, often prior to any symp-
toms. The strategy is a challenge because of
the potential for side effects. Issues of compli-
ance and adherence are critical. Counseling
can assist clients in processing and making
decisions around their medical care, includ-
ing helping people:

• Take responsibility for their own health.
• Observe and report symptoms to physician.
• Develop partnerships with physicians.
• Comply with treatment.
• Understand and keep track of medications.
• Prepare for and utilize medical appoint-

ments.
• Become good consumers of treatment.
• Assert rights.

Suicide. People with HIV infection have
higher levels of suicidal ideation and more
frequent attempts when compared with their
non-HIV-infected counterparts. Risk of sui-
cide appears higher in people relatively early
on in the HIV disease (Marzuk et al., 1997).
Unique correlations to suicidal ideation in
persons with HIV disease include: onset of
symptoms, number of close friends diag-
nosed with HIV, knowing someone who died
from AIDS, and perceived risk of developing
AIDS.

Counseling Interventions. A counselor’s role
during this stage is to provide ongoing and un-
conditional support. Counselors should con-
tinue to accept the affective experiences of
clients, normalizing their range of feelings,
such as fear, anxiety, depression, and pleasure.
This is a good time to refer clients for group
work, as groups can provide identification and
expression of feelings, social involvement, se-
curity in the continuity and structure of a
group, safety, modeling of adaptation to dis-
ease, opportunity for touch, new perspectives,
and education (e.g., medical information, de-
railing myths).

Stage 3: Acceptance

During this phase, people begin to form a
new sense of equilibrium: the formation of a
new, more stable identity. Clients begin to ac-
cept their limitations but still manage their
lives. They may talk about living with AIDS
versus dying from AIDS.

Interpersonal and insight therapy is appro-
priate at this stage and may involve a multi-
tude of themes, including:

• Family of origin work.
• Establishing emotional, physical, and sex-

ual contact with others.
• Boundary development and setting healthy

limits.
• Coming-out issues.
• Self-awareness and attending to one’s own

experiences.
• Exploration of meanings and purpose.
• Communication work.
• Spiritual exploration (e.g., finding appreci-

ation for small pleasures, a capacity to live
life in the present and to its fullest, focus-
ing on quality versus quantity of life).

Diagnosing Depression and Anxiety. During this
phase, psychological assessments are indi-
cated. However, assessment is complicated be-
cause of the overlapping symptoms of HIV
disease with depression/anxiety. Thus, char-
acteristics of HIV disease should be taken into
account and diagnosis made after considering
overlapping symptoms, including symptoms of
AIDS-related infections, other illnesses, side
effects of medications, and symptoms of dis-
tress. For example, symptoms often associated
with anxiety or depression, such as problems
concentrating and making decisions, difficul-
ties in social or occupational functioning, neg-
ative changes in physical appearance, fatigue
and sleep disturbances, loss of appetite, de-
clining sexual interest, and weight loss, can be
associated with HIV disease, especially if
the neurological system has been impacted by
the disease.

Employment Issues. Persons with HIV often are
faced with difficult employment decisions.
Many rely on their employment for their health
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insurance. Often, they feel too ill to work and
choose to go on disability. This option may
offer them time to boost their immune system,
but conversely, it also is recognition that HIV
has gained control of their lives, which is espe-
cially difficult for those strongly tied to their
careers. Moreover, with the success of new drug
treatments, many who feel ready to return to
work fear losing their disability benefits.

Stage 4: End-of-Life Issues

During this stage, clients are interested in
talking about end-of-life concerns. These may
include making decisions regarding final
medical treatment, estate planning and wills,
dealing with unresolved relationships and
saying goodbye, making video/audiotapes or
journals, discussing spiritual questions, plan-
ning for their funeral, and making rational
suicide plans.

Clients may or may not be ill when they de-
sire to process these issues. The counselor
needs to be able to tolerate his or her own anxi-
ety about death and dying and monitor per-
sonal beliefs and values around end-of-life
decisions. This can be particularly salient while
dealing with the issue of rational suicide, the
decision to rationally end one’s life to avoid the
protracted pain, dependence, and economic de-
cline associated with advanced HIV disease
(Werth, 1996). As there has been debate sur-
rounding the role of mental health practitioners
around hastened death requests, counselors are
encouraged to be familiar with the professional
literature regarding this controversial area (Sil-
verman, 2000; Rogers & Britton, 1994; Werth,
1992; Werth & Holdwick, 2000).

AIDS Dementia. HIV brain infection and
AIDS-related opportunistic infections of the
central nervous system are some of the most
feared health problems for persons with HIV
disease. Significant deterioration in cognitive
abilities can occur prior to systemic illness;
however, these neurological deficits most often
coexist with other opportunistic infections.
Unfortunately, the protease inhibitors are not
successful in slowing neurological impair-
ment, and thus there are more cases of AIDS

dementia surfacing in otherwise healthy indi-
viduals. Counseling can be a forum for clients
to process their fears and learn adaptive tech-
niques when faced with early symptoms. With
the onset of late-stage dementia, more compli-
cated caregiving issues surface, and family
and friends frequently need assistance in deal-
ing with their feelings and making appropriate
caretaking plans.

Multiple Bereavement. Given that HIV is prin-
cipally spread through sexual behavior and
needle sharing, people with HIV infection
often experience multiple losses because of
the prevalence of HIV in their social networks
(Neugebauer et al., 1992). As a result, people
may experience bereavement overload, a syn-
drome that occurs when a person has not
completed the process of mourning the loss of
one person when another dies. The pervasive,
unrelenting feelings of sorrow, loss, and
abandonment can be overwhelming.

SUMMARY

Although this model was presented as linear,
a spiral more accurately reflects it. Due to the
frequent and many losses and crises associ-
ated with HIV, persons will frequently return
to earlier stages of adjustment (e.g., after a re-
cent death of someone with AIDS, during
acute relational conflicts, when symptoms
begin or change, around appointments with
physicians, or after episodes of discrimina-
tion). The process of adjustment and adapta-
tion is ongoing and frequently laborious.

In counseling persons with HIV disease,
counselors need to be cognizant of many
unique and challenging issues, as well as dis-
play sensitivity to multicultural issues. It also
requires a monitoring and management of the
counselor’s own reaction to the often difficult
issues. Using a developmental model can guide
counselors in choosing effective and appropri-
ate interventions.
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